Group Person Based Cognitive Therapy For Distressing Voices: Service Users' Experiences of the Group in Relation to Sense-of-Self. by May, Katherine.
Group Person Based Cognitive Therapy for Distressing Voices; Service Users’ Experiences of
the Group in Relation to Sense-of-self.
by
Katherine Mgy 
Volume I
Submitted for the degree of Doctor of Psychology (Clinical Psychology)
Department of Psychology 
Faculty of Arts and Human Sciences 
University of Surrey
July 2010
Katherine May 2010
ProQuest Number: 27607834
All rights reserved
INFORMATION TO ALL USERS 
The qua lity  of this reproduction  is d e p e n d e n t upon the qua lity  of the copy subm itted.
In the unlikely e ve n t that the au tho r did not send a co m p le te  m anuscrip t 
and there are missing pages, these will be no ted . Also, if m ateria l had to be rem oved,
a no te  will ind ica te  the de le tion .
uest
ProQuest 27607834
Published by ProQuest LLO (2019). C opyrigh t of the Dissertation is held by the Author.
All rights reserved.
This work is protected aga inst unauthorized copying under Title 17, United States C o de
M icroform  Edition © ProQuest LLO.
ProQuest LLO.
789 East Eisenhower Parkway 
P.Q. Box 1346 
Ann Arbor, Ml 4 81 06 - 1346
Statement of Copyright
No aspect of this portfolio may be reproduced in any form without the permission of the 
author, with the exception of the librarian of the University of Surrey who is empowered to 
reproduce the portfolio, in whole or in part, and to lend copies to persons or institutions 
should they be required for academic purposes.
© Katherine May 2010
Statement of Anonymity
Throughout this portfolio every attempt has been made to preserve confidentiality and 
anonymity. All names and places have been replaced by pseudonyms and identifying 
information has been altered or omitted.
Acknowledgments
I would like to thank all the service users who took part in my Major Research Project and the 
staff members who assisted me in collecting my data. I would also like to thank Dr. Mark 
Hayward for his time and supervision, the course team, my clinical placement supervisors, 
especially Martin Weegmann, and my Clinical Tutors, Dr. Nan Holmes and Dr. Sophie 
Doswell.
Thanks to Dr. Michael Morgan, Dr. Dora Duka, Andrew Jenkins, and Simon Bird for their 
support in applying for Clinical Training and to Mrs. Alison Firbank for showing me that I 
could do it! Special thanks and Aloha to Dane Knezek (and to the beaches o f Hawaii) for 
being the light at the end of the tunnel. Also to Amy Bums, Lauren Crilly, Sophie Knights, 
Corinne Schoch, Dan Ribenfors, and Calli Short for their ongoing encouragement throughout 
the three years of training. Finally, thanks goes to my grandfather Ivan, my uncle Andrew, my 
parents Jane and Michael, and my brother Charlie for their eternal optimism.
VOLUME I -  TABLE OF CONTENTS
Page
ACADEMIC DOSIER 8
ESSAYS 9
Adult Mental Health Essay
“Critically discuss one model fo r  the assessment and treatment o f  
people given a diagnosis o f  personality disorder. Make specific 
reference to the perspective o f  service users. "
10
Professional Issues Essay
“Emancipation versus empowerment (Stickley, 2006)? Is the 
involvement o f  service users and carers in the development and 
planning o f  mental health services perpetuating existing power 
imbalances? ”
30
PROBLEM BASED LEARNING (PBL) REFLECTIVE 
ACCOUNTS
49
PBL Reflective Account I 
“The relationship to Change ”
50
PBL Reflective Account II 57
PBL Reflective Account III 68
PERSONAL AND PROFESSIONAL LEARNING 
DEVELOPMENT GROUP (PPLDG) PROCESS 
ACCOUNTS: SUMMARIES
75
PPLDG Process Account I - Summary 76
PPLDG Process Account II - Summary 79
CLINICAL DOSIER 81
OVERVIEW OF CLINICAL PLACEMENTS 82
Core Placements Overview 83
Adult Mental Health Placement 84
Children and Adolescent Placement 85
Learning Disabilities Placement 86
Older Adults Placement 87
Advanced Competencies Placement Overview 88
Addiction 89
CLINICAL CASE REPORT SUMMARIES AND ORAL 
PRESENTATION OF CLINICAL ACTIVITY SUMMARY
90
Adult Mental Health Case Report I Summary
Working with a female with a diagnosis o f  paranoid 
schizophrenia with elements o f  social phobia within a broad 
CBT framework.
91
Adult Mental Health Case Report II Summary
Brief Cognitive Behaviour Therapy (CBT) with a 20-year-old 
Woman Presenting with First Onset Depression.
93
Children and Adolescent Case Report Summary
Psychometric assessment o f  an 8-year old boy with Literacy 
difficulties.
95
People with Learning Disabilities Oral Presentation of Clinical 
Activity Summary
Cognitive Behavioural Therapy (CBT) with a 20-year-old man 
with a diagnosis o f  Mild Learning Disability and Autistic 
Spectrum Disorder presenting with low-mood, self-harm, and 
threats to run away.
97
Advanced Competencies Case Report Summary
Psychodynamic work with a 44 year-old woman with 
polysubstance misuse, domestic difficulties, and symptoms o f  
depression and anxiety.
100
RESEARCH DOSIER 102
Research Log 103
Qualitative Research Project Abstract
The reported training experiences of a group of male clinical 
psychology trainees and their perceived experiences of being on 
a female majority course.
104
Service Related Research Project
Evaluation of a ‘positive psychology and recovery group’ on an 
acute in-patient ward in a London Hospital.
106
Major Research Project
Group Person Based Cognitive Therapy for Distressing Voices: 
Service Users’ Experiences of the Group in Relation to Sense- 
of-self.
135
Academic Dossier
ESSAYS
“Critically discuss one model for the assessment and treatment of people given a 
diagnosis of personality disorder. Make specific reference to the perspective of service
users.”
Adult Mental Health Essay
December 2007 
Year 1
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Introduction
Personality disorder refers to a group o f Axis II disorders characterised by a pervasive, 
inflexible pattern o f abnormal experiences and behaviours that impact a person’s thoughts, 
moods, relationships, and impulses (APA, 2000). A number of specific Personality Disorders 
have been identified, which include Avoidant, Borderline, Dependent, Narcissistic, Histrionic, 
and Obsessive-Compulsive Personality Disorder (APA, 2000). For the purpose of this essay, 
I have decided to focus on Borderline Personality Disorder (BPD) because it is the most 
commonly diagnosed and the most researched personality disorder, yet it still remains 
somewhat of an empirical enigma (Trull, 2001; Amtz, 2005). In recent years Dialectical 
Behaviour Therapy (DBT) has gained clinical prominence as a model for the psychological 
assessment and treatment of BPD (Feigenbaum, 2007), and is one of the leading treatments 
identified by the Department of Health (NIMH(E), 2003) and American Psychological 
Association (APA, 2001). Despite its widespread popularity, however, concerns have been 
raised as to whether the success of dialectical behaviour therapy has preceded any strong 
empirical foundation (Feigenbaum, 2007). In this essay, I will critically examine Dialectical 
Behavioural Therapy as a model for the diagnosis and treatment of BPD. I will begin by 
outlining the borderline diagnosis, issues relating to the diagnosis, and briefly describe the 
basic principles of the DBT model in relation to the aetiology and treatment of BPD. I will 
then provide a critical review of the empirical literature that has emerged in recent years 
discuss the cost-efficacy of the model within the NHS in relation to alternative treatment 
styles. Finally I will look at the perspective BPD patients have of DBT and explore the 
possible treatment implications of their views. In doing so it will be clear that whilst there is 
increasing evidence base to support DBT as a beneficial treatment for BPD more evidence is 
required to validate the use of DBT over more cost-effective treatments. Furthermore, I will 
propose that it is not DBT per se, but the attitudes it encourages in therapists that may be the 
most important element of DBT, and that it is the stigmatization o f the disorder that needs to 
be addressed before we as clinicians can successfully treat borderline patients.
Borderline personality disorder: A state of ‘stable instability’
Diagnosis
Borderline Personality Disorder is a persistent and severe medical disorder that is 
characterized by a pattern of unstable and intense interpersonal relationships, impulsivity or 
unpredictability in potentially self-damaging behaviour, inappropriate, intense anger or lack of
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control of anger, identity disturbance, affective instability, and intolerance of being alone 
(American Psychological Association, 2000)/ Simply put, it can be said to refer to a state of 
‘stable instability’ (Bateman, 2005). Estimates of the occurrence of BPD vary, but it is 
thought to occur in around 1-2% of the general population (eg. Torgersen et al., 2001) and is 
the most commonly diagnosed of all personality disorders (Freeman et ah, 2004). BPD is an 
extremely heterogeneous condition (Bateman, 2005). Using the DSM -IV criteria, a diagnosis 
of BPD is given if  an individual meets at least 5 of 9 possible diagnostic criteria. There are 
therefore 151 possible variations for a BPD diagnosis and any two people may only share one 
of the nine criterion (Skodol et ah, 2002). Self-damaging behaviour is a major risk in BPD, 
and the diagnosis is associated with suicide rates that are 50 times that of the general 
population at 9% (Skodol et ah, 2002).
Aetiology
The exact aetiology of BPD is unknown (Bateman, 2005), however a number o f psychosocial, 
neurological, and biological variables have been associated with increased risk of developing 
the disorder (Freeman et ah, 2004). Some limited research suggests that there may be a 
genetic and biological link, and that certain emotional characteristics associated with BPD are 
hereditable, but to date no specific genetic vulnerability has been identified (Freeman et ah,
2004). Furthermore, these genetic vulnerabilities may only become manifest in the presence 
of environmental trauma (Bateman, 2005). The majority of evidence suggests the presence of 
severe childhood abuse and neglect in BPD patients, with 70% reporting a history of sexual 
abuse (Bateman, 2005). It is thought that there may also be a neurobiological link with BPD 
and that childhood trauma at a critical developmental period influences neurobiological 
development (Bateman, 2005). Indeed there is an increasing body of neuroimaging research 
that suggests a link between frontolimbic dysfunction and affective dysregulation in BPD (for 
a review see Schmahl & Bremner, 2006). Specifically dysfunction in the frontolimbic 
network, including the hippocampus and amygdala, has been found to mediate much, if  not all 
of the BPD symptomatology (Schmahl & Bremner, 2006). Overall, therefore, it seems that 
the aetiology o f BPD cannot be accounted for by one single factor and the current thinking is 
that the disorder may be the result of an interaction between biological, genetic, psychological 
and social factors (Freeman et ah, 2004).
* It should be noted that an additional diagnostic criteria exists for BPD within the tenth edition of the 
International Classification of Diseases (ICD-10, World Health organisation, 1992), which differs quite 
markedly from DSM-IV criteria. As most of the research literature relies on DSM-IV classifications 
(Coid, 1993 in Horton, 1993), however, this essay will focus on the BPD using these criteria.
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Comorbidity
The comorbidity o f BDP with Axis I disorders has been highlighted in a number of studies 
(for a review see Skodol et ah, 2002). For example, Skodol et al. (1999) carried out a large 
examination of 571 patients with personality disorder who had been assessed for both Axis I 
and Axis II disorders. Subjects were mostly outpatients and the exclusion criteria for the 
study included psychosis, present intoxication, or confusional states. O f those identified as 
having a BPD diagnosis, 39.2% were also diagnosed with at least one mood disorder: 31.3% 
with major depression, 16% with dysthymia, 9.2% with bipolar I, and 4.1% with bipolar II 
(Skodol et ah, 1999). In addition, rates o f Substance Use Disorders (SUD) amongst BPD 
patients are also high and SUDs being reported as greater than 50% in those with BPD 
(Bomvalova & Daughters, 2007).
The reason for the high rates of comorbidity with BPD is unknown. Some suggestions are 
that BPD develops as a secondary complication to an Axis I disorder, that the presence of 
BPD characteristics predisposes the development of a later Axis I diagnosis, or that they 
simply co-occur due to shared etiological factors (Skodol et al., 2002). In addition, many of 
the criteria for BPD, such as substance abuse, disordered eating behaviour, abnormalities in 
mood state, and psychotic-like phenomena, may predispose toward the co-occurrence o f the 
corresponding Axis I disorder (Skodol et ah, 2002).
Controversy
Personality disorders are traditionally thought o f as relatively controversial and pejorative 
diagnoses (Freeman et al., 2004, p .l). This is primarily because it is thought that the name 
implies that the whole person or personality is flawed (Aviram et al., 2006). The term 
‘borderline ’ was originally used in the early Twentieth Century to describe a group o f patients 
who exhibited symptoms between psychosis and neurosis and has subsequently become seen 
by many as ‘dustbin category’ of problematic behaviour that cannot be accounted for by 
another mental health diagnosis (Freeman et al., 2004, Pilgrim, 2001). As a result, there is 
much stigma associated with the diagnosis, which is often associated with a prototype or 
‘myth’ of a “woman who is erratic, unreasonably demanding, impulsive, self-injurious, 
relationship-needy, yet relationship-aversive” (Freeman et al., 2004, p .l). The implications
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of stigma have received relatively limited attention, however, specifically with regards to the 
extent to which it may impact treatment outcomes (Aviram et al., 2006). I will examine this 
issue in greater detail later in this essay.
Treatment
BPD patients are reported to be some of the highest users of inpatient psychiatric services, 
utilising more services than other personality disorders and patients with major depression 
(see Linehan et al., 2006, p.757). At the same time, however, individuals with a diagnosis of 
BPD have traditionally been thought o f as difficult to engage and untreatable within the 
mental health community (Ben-Porath et ah, 2004; Amtz, 2005). The complexity and 
multifaceted nature o f the disorder has meant that individuals have not responded well to 
traditional treatment modalities (Ben-Porath et al., 2004), and the disorder is well known for 
the complications it causes the therapist (Amzt, 2005). Until recently, theory and treatment 
have been dominated by psychodynamic views, such as Kerberg’s theory of psychodynamic 
psychotherapy (Kemberg et ah, 1989), which had relatively pessimistic outcome expectancies 
(Amzt, 2005). These cynical views have started to be challenged, however, by the 
development of new treatment modalities, most notably Dialectical Behaviour Therapy 
(Linehan 1993a,b), which has recently gained widespread popularity (Amzt, 2005).
Psychological treatment of Borderline Personality Disorder: Dialectical Behaviour 
Therapy
Dialectical Behaviour Therapy (DBT) was developed by Marsha Lineman in the early 1990’s 
as a treatment for para-suicidal behaviour in BPD patients (1993a,b). Based on a 
biopsychosocial model, DBT incorporates elements of cognitive-behvioural theory and 
aspects of Zen Buddhism within the concept of dialects that emphasize the synthesis of 
opposite views (Dimeff & Linehan, 2001). Based on the principles of leaming theory, the 
model is founded on the idea that (1) individuals with BPD lack the key interpersonal, distress 
tolerance, and self-regulatory skills (including emotional regulation) and that (2) personal and 
environmental factors block the use of behavioural skills so as to reinforce dysfunctional 
behaviours (Dimeff & Linehan, 2001). Heightened emotional responses are hypothesised as 
being the result of biological predisposition or invalidating environments, such as experiences 
of childhood trauma and neglect. These experiences in early childhood lead to feelings of 
impending abandonment common in BPD patients, which often result in testing o f boundaries
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and relationships (including the therapeutic relationship) and invalidation of personal 
emotions (Feigenbaum, 2007). The model therefore focuses on identifying specific stimuli 
that have come to trigger dysfunctional behaviour through previously learnt associations 
(Feigenbaum, 2007).
Dialects
Dialectical thinking encourages the “embracing o f opposites” and helps BPD patients to 
develop skills that allow them to accept disparate thoughts and concepts, something that they 
may struggle with due to a tendency for all-or-nothing thinking (Bloomgarden, 2004). 
Dialects has three main tenets: the interconnectedness of the world; that truth can be found as 
a synthesis of differing views; and that change is inevitable and constant (Feigenbaum, 2007). 
DBT therefore requires the therapist to use a “whole system” approach to treatment through 
developing a balance “between validation and acceptance o f  the client as they are within the 
context o f  simultaneously helping them change” (Dimeff & Linehan, 2001, p. 10).
Stages o f  treatment
DBT is a four-stage treatment, designed to treat patients with varying levels of complexities 
(Dimeff & Linehan, 2001). In stage 1, the focus of treatment is to stabilise the patient and 
achieve behaviour control by targeting the following behaviours:
(i) Decreasing life-threatening suicidal behaviours, such as parasuicide 
behaviours and suicide attempts;
(ii) Decreasing therapy interfering behaviours, such as missing therapy sessions 
or calling at unreasonable hours;
(iii) Decreasing quality-of-life interfering behaviours, including homelessness and 
substance abuse;
(iv) Increasing behavioural skills, such as mindfulness and distress tolerance 
(Dimeff & Linehan, 2001).
This initial stage is focused on the most severe cases and is usually expected to take around a 
year. The subsequent stages focus on treating past traumatic emotional experiences and 
replacing them with non-traumatic experiences (stage 2), increasing self-esteem and ability to 
manage normal emotions (stage 3), and developing a sense of joy or, for some, transcendence
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(Dimeff & Linehan, 2001). These stages are structured into a variety of different components 
including one-on-one psychotherapy, group and individual skills training, and telephone 
contact with the therapist. Regular team meetings also take place in order to maintain the 
therapist’s motivation and ability to provide effective treatment (Dimeff & Linehan, 2001).
Empirical support for DBT
Randomised Control Trials
A number of randomised control trials have been conducted in recent years, which show 
support for the efficacy of DBT as a treatment for BPD. The first such study was carried out 
by Linehan et al. (1991) and compared one-year treatment o f DBT with treatment as usual 
(TAU) in females who had a diagnosis of severe BPD and a recent history o f parasuicidal 
behaviour. Results showed a decrease in frequency and severity of parasuicidal behaviours at 
4 and 12 months assessment points during treatment. DBT was also found to be more 
effective at limiting treatment dropout and reducing the number of in-patient bed days 
(Linehan et al., 1991). Follow up data (Linehan et al., 1993) showed some maintained 
improvements at 6 and 12 month assessment points. This study was limited by a number of 
factors, however. Notably, it was carried out by the originators of the therapy, and used a 
small and specific participant sample therefore the results are not generalizable (Fegenbaum, 
2007). In addition, the TAU group was not well controlled and differed in number o f hours, 
therapist experience, supervision, and enthusiasm when compared to the DBT group 
(Feigenbaum, 2007).
Linehan’s original study was replicated by Koons et al. (2001) who compared 6 months DBT 
with TAU for 20 female borderline veterans. Results showed a reduction in parasuicidal acts 
and depressions scores, suicidal ideation, anger expression, and hopelessness in the DBT 
group (2001), thus demonstrating that “significant change on measures o f  affect and cognition 
related to suicidal ideation and quality o f  life can occur within DBT and that these changes 
can come about in less that a year” (Feigenbaum, 2007, p.59). As with Linehan’s original 
study (1991; 1993), this study was limited by a small and highly specific sample size, and 
again did not control well between DBT and TAU group (Feigenbaum, 2007).
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A third randomised control trial was carried out by Verheul and colleagues (2003) who 
compared the use of DBT and TAU in 58 women in a mixed population o f borderline patients 
with and without co-morbid substance misuse. Results were again positive for DBT showing 
reduction in self-harming behaviours, improvement in quality of life measures, and greater 
treatment retention in this group (Verheul et al., 2003). These researchers also carried out a 6 
month follow-up study, which showed that reduction in impulsive and self-mutilating 
behaviours were sustained in the DBT group (Van den Bosch et ah, 2005). It is important to 
note, however that non-significant tendencies were observed, which suggest that over time 
DBT may decrease in treatment advantage over TAU (Van den Bosch et ah, 2005). The 
researchers therefore recommend that in order for standard DBT treatment to maintain its 
effects, it should be followed up with booster sessions (Van den Bosch et al., 2005, p. 1239). 
These studies are advantageous, in that they show that the DBT approach can be replicated in 
a European setting (Blennerhassett, 2005), but were also limited in that the sample group was 
again highly selective and the TAU group was not well controlled with the DBT group 
(Feigenbaum, 2007).
Problems with patient samples
According to APA standards, a treatment is considered effacions when it is shown to be 
successful in at least two independent randomised clinical trials (Ben-Porath et ah, 2004). By 
these standards, the above randomised control trials are regularly referred to as providing 
empirical support for the efficacy o f DBT as a treatment for BPD and taken as evidence for 
the “superiority o f  DBT over treatment as usual in borderline populations ” (Ben-Porath et 
ah, 2004, p.425). One must note however, that in addition to the limitations specific to each 
study, they all share one common theme -  the use of borderline patients with only an Axis II 
diagnosis. Even the study by Verheul et ah, (2003), which included individuals with co- 
morbid substance misuse, eliminated for certain Axis I diagnoses. As noted earlier, BPD is a 
co-morbid disorder and as Skodol and associates (2002) note: “Although BPD can exist as the 
sole diagnosis, it is fa ir  to conclude that any patient sample that is limited to such cases 
cannot be considered representative o f  BPD as it is diagnosed and treated in either inpatient 
or outpatient clinical settings” (p. 941). So whilst the above studies do provide evidence for 
the success of DBT in treating small groups of females with a sole BPD diagnosis, one must 
question if they provide support for the application of DBT in a real world setting. Ideally 
research is needed which assigns patients to treatment groups matched for comorbid Axis I 
and Axis II diagnoses (Fonagy, 2007).
17
Clinical research
In order to examine the effectiveness of DBT in a more realistic, clinical setting, Ben-Porath 
and colleagues (2004) carried out a study in a community mental health service with clients 
diagnosed with BPD and a severe Axis 1 mental illness. Severe mental illness was defined as 
meeting the DSM-IV criteria for (a) bipolar disorder, (b) major depression, (c) schizophrenia, 
or (d) schizoaffective disorder (Ben-Porath et ah, 2004). Clients were enrolled in a 6-month 
treatment programme, which involved weekly DBT skills training, weekly individual therapy, 
after-hours telephone consultation, psychiatric services and case management. Measurement 
were taken prior to entering treatment and 6 months into treatment and examined changes in 
life-threatening behaviours, therapy-interfering behaviours, and quality-of-life interfering 
behaviours (Feigenbaum, 2007). Results showed that subjects reported significantly fewer 
suicidal thoughts, attrition rates were found to be lower than those than those generally 
reported for BPD patients, and a significant reduction in unemployment was found during the 
6-month period of treatment (Ben-Porath et al., 2004). The Beck Hopelessness Scale and the 
Symptom Checklist-90R (SCL-90-R) were conducted at both measure points, during which 
time patients showed no change on the Beck Hopelessness scale, but improvements were 
reported on several of the SCL-90-R subscales. These results provide provisional support for 
the application of DBT in a community mental health setting, and maximise external validity 
by conducting this study in a real world setting with Axis I comorbid borderline patients (Ben- 
Porath et al., 2004). The study is limited, however, insofar as there is no follow-up data to see 
if  these effects were long lasting or simply a result of being in treatment. Also, as clients were 
not randomly assigned to a control group there is no way of knowing if  the changes observed 
were a due to treatment or other factors (Ben-Porath et al., 2004).
Critical evaluation of DBT
Primarily a treatment fo r  parasuicide
Whilst there is an increasing empirical foundation for DBT, it is important to note that the 
majority of research has focused on Stage 1 of treatment (Blennerhassett, 2005). This has lead 
some to questions whether DBT is primarily a treatment for parasuicide and not BPD. Indeed, 
as Blennerhassett (2005) notes: “The lack o f  evidence that it is effacious fo r  other core 
features o f  borderline personality disorder, such as interpersonal instability, chronic feelings 
o f  emptiness and boredom and identity disturbance, has led to the suggestion that dialectical 
behaviour therapy might be the treatment o f  choice fo r  people with severe, life-threatening
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impulse control disorders rather than fo r  borderline personality disorder per s e ” (p.280). 
Given that DBT developed out of a series o f unsuccessful attempts to treat chronically 
suicidal women using traditional cognitive and behavioural therapy techniques (Dimeff & 
Linehan, 2001), it is o f no surprise that this is where the main efficacy o f the treatment lies. 
Furthermore, as Linehan and colleagues (2006) assert, the borderline diagnosis is one of only 
two diagnoses in DSM-IV for which suicidal behaviour is a criterion, therefore it could be 
argued that in successfully reducing these behaviours you are treating the disorder by keeping 
borderline patients alive and making long-term treatment possible (Linehan et ah, 2006). It is 
my view, however, that DBT is primarily a palliative treatment and as there is as yet no 
evidence for its efficacy in treating other core pathology associated with the disorder (Van der 
Bosch, 2002), I am not convinced of its efficacy as a long-term solution for treating BPD.
Alternative therapies: An equal evidence base
It is important to note that there are a number of alternative therapies for BPD, which show 
considerable overlap with DBT (Bateman, 2005). These include transference-focused 
psychotherapy (TFP), metallization-based therapy (MBT), manual-assisted cognitive therapy 
(MACT), and schema-focused therapy (SFT). In an investigation o f the empirical support for 
each of these types of therapies, Bateman (2005) found that no one treatment type showed 
greater empirical effectiveness than the other. This suggests “part o f  the benefit that 
personality-disordered individuals derive from  treatment comes from the experience o f  being 
involved in a carefully considered, well-structured and coherent interpersonal endeavour, 
quite independent from  the underlying theoretical construct” (Bateman, 2007, p. 17).
The cost effectiveness o f  DBT
Given that BPD patients are some of the highest users o f in-patient psychiatric services, 
having a treatment specifically targeted at this group may be beneficial. DBT is an extremely 
time-intensive and costly form of therapy, however, and it is important to consider the cost 
implications o f this within the context of the National Health Service (NHS). As Ben-Porath 
and colleagues note: “Given the financial strain that the these group have historically placed  
on the mental health system, it would be important to know i f  this treatment [DBT] offsets the 
costs associated with inpatient hospitalizations and/or other programs designed to treat these 
individuals” (2004, p. 433). Whilst research does suggest that DBT is effective in reducing 
the number of in-patient bed days and limiting treatment dropout (Linehan et al., 1991), the
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effects of DBT over TAU has also been shown to reduce over time (Van den Bosch et al., 
2005). In contrast, a study looking at the effectiveness of cognitive behaviour therapy (CBT) 
for BPD showed that relatively few clinical sessions of CBT in real clinical setting were able 
reduce suicidal acts and number of in-patient hospitalization and that the effects of treatment 
were sustained at two-year follow up (Davidson et ah, 2007). Whilst this study did exclude 
for Axis I disorder and substance abuse, it still suggests that brief intervention can have 
sustained effects on BPD patients. This, in my opinion, raises serious questions as to the cost 
effectiveness o f DBT.
Barriers to clinical application
In addition to the cost implications of DBT within the NHS, it is also important to consider 
the clinical usefulness of DBT and to question how easily the model can be applied to a 
community mental health setting (Blennerhassett, 2005). DBT emphasises a comprehensive, 
team-based approach to treatment, so this would suggest that it would fit in well within the 
foundations of a community multidisciplinary team. The complexity and intensity of the 
treatment has raised concerns, however, with regards to staff selection, turnover, and fidelity 
to the DBT approach (Ben-Porath et al., 2004). Much of the research to date has used highly 
trained, expert therapists given regular supervision from DBT advocate supervisors 
(Feigenbaum, 2007) and I must question how realistic it would be to apply this level of 
specialization to a community treatment setting. More clinical research is needed to explore 
how easily the model can be applied outside of academic situations, to community mental 
health setting where there are a variety o f training levels and experiences (Blennerhassett,
2005).
The views of service users
Views o f  mental health services
To date, there is relatively limited literature exploring borderline patients views of mental 
health services (Horton, 2003). The National Institute o f Mental Health has carried out a 
piece of qualitative research, which used focus groups to explore the opinions o f service users 
and their carers (NIMH(E), 2003). A number of topics emerged from this research, 
specifically with regards to treatment. These are summarised in table 1. (NIMH(E), 2003, p. 
22).
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Table 1. Helpful features for personality disorder services
Early interventions, before crisis point
Specialist services, not part of general MH
Choice from a range of treatment options
Individually tailored care
Therapeutic optimism & high expectations
Develops patients’ skills
Fosters the use of creativity
Respects strengths and weaknesses
Good clear communication
Accepting, reliable, consistent
Clear and negotiated treatment contracts
Focus on educational and personal 
development
Good assessment/treatment link
Conductive environment
Listens to feedback and has strong voice
from service users
Supportive peer networks
Shared understanding of boundaries
Appropriate follow up and continuing care
Involves patients as experts
Attitude of acceptance and sympathy
Atmosphere of “truth and trust”
...can make people feel respected, valued and hopeful
Whilst this study did not look at DBT specifically, and can therefore not provide support or 
critique for this approach, a number of the themes identified by patients as important for 
treatment are concurrent with Linehan’s (1993 a; b) model. Specifically, “therapeutic 
optimism”, “develops patients’ skills”, “clear and negotiated treatment contracts”, and 
“supportive peer network” are all aspects of DBT approach (NIMH(E), 2003, p. 22). Patients 
reported feeling blamed for their condition, being described as the “patients psychiatrist 
disliked”, and felt that staff need to be “skilled to handle therapeutic relationships, 
particularly regarding attachment” (NIMH(E), 2003, p. 22). This research provides 
evidence that BPD patients have good insight into their treatment needs and I would argue 
that more patient-subjective research is needed if  we as clinicians are to develop successful 
treatment for borderline patients.
Service users opinions o f  Dialectical Behaviour Therapy
I am aware of only one small qualitative study that has looked specifically at patients’ 
perspectives of DBT. Perseius and colleagues (2003) interviewed both patients and therapists 
in order to investigate their perception o f giving and receiving DBT. Qualitative content 
analysis revealed that patients found DBT to be “life saving”, providing them with skills to 
help conquer suicidal and self-harm impulses, and increasing hopefulness for the future. 
Patients also reported that the effective components of DBT were the respect and confirmation
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from the DBT-therapist, understanding and focus on the problems specific to BPD, the focus 
on patients’ own responsibility within treatment, the support and challenge of the therapy 
contract, and the crisis support provided by the telephone coaching (Perseius et a l, 2003). 
Specific comments were made which suggested that patients had a more positive view of 
DBT over previous forms of psychiatric care, in which patients reported feeling 
misunderstood, disrespected, and not being a part of the decisions concerning themselves 
(Perseius et al., 2003).
In addition to the positive feedback from patients, the study also found that therapist’s 
feedback of DBT was generally optimistic (Perseius et ah, 2003). Most notable was that 
therapists reported more positive views of their BPD-patients, suggesting “the therapists 
profound beliefs had been changed from  regarding patients as troublesome and manipulative 
to regarding them “as doing their best under tough circumstances”” (Perseius et al., 2003).
The study was limited by a number o f factors, however. Primarily, the sample size was very 
small, with only 4 therapists and 10 patients (all of whom were female), thus limiting the 
generalizability of the results. Also, whilst all the patients appeared to have a positive opinion 
of DBT, little or no criticism of DBT is presented. Perseius et al. (2003) address this point and 
suggest that as their data was all collected from one small care setting that this may have 
resulted in a “DBT-favourable” bias on the patients, and recommend future data to be 
collected from more neutral settings (Perseius et al., 2003).
Implications o f  stigma fo r  treatment
An important theme that emerges from the above study is the importance of the patient- 
therapist relationship, specifically the attitude that the therapist has towards borderline 
patients (Perseius et al., 2003). Perseius and colleagues (2003) pick up on this and note that 
the theoretical underpinnings of DBT allowed for the development of a more positive view of 
borderline patients. Whilst this is indeed a positive improvement, what I find more shocking 
is that therapists’ reported originally viewing patients as “troublesome and manipulative” 
prior to using DBT (p. 224).
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This links in with literature surrounding the stigma associated with the borderline diagnosis 
and the impact this may have on treatment. Aviram and colleagues (2006) argue that myths 
and stigma surrounding BPD may have a tendency to be interpreted as manipulative 
behaviours that patients are able to control as opposed to characteristics of a mental illness. It 
is hypothesised that this stigma may cause therapists to inadvertently act in a way that 
exacerbates borderline symptoms, consequently reinforcing the stigma (see Figure 1.). 
Indeed, Aviram et al (2006) suggest that this cycle may account for the high drop out rates 
seen amongst borderline patients, and possible contribute to self-injury. This raises some very 
serious issues for mental health services, and highlights an urgent need for us as clinicians to 
consider the attitudes and assumptions we bring to therapy.
Confirmation of stigmaBPD: self-injury and withdrawal
Environmental
triggers 
and stressors
BPD: self-loathing Therapist emotional 
distancing
Figure 1. Cycle of stigma confirmation and behavioural dysregulation in BPD (Aviram
et a/., 2006, p.252).
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In line with the ideas put forward by Aviram et a l  (2006), I would argue that part of the 
benefit of the DBT model is that it breaks the cycle between stigma and the therapeutic 
relationship. Whilst this is a hugely important aspect of DBT, it also raises the possibility that 
addressing the impact of stigma surrounding BPD patients could result in increasing overall 
success rates in treatments other than DBT. Further research is urgently needed to determine 
the extent to which stigma impacts on treatment outcomes for this highly vulnerable group 
(Aviram et a l ,  2006), and the extent to which this plays in the efficacy of the DBT in treating 
borderline patients.
Conclusion
The purpose of this essay was to critically discuss dialectical behaviour therapy as a model for 
the assessment and treatment patients with a diagnosis of borderline personality disorder. 
There is currently an increasing evidence base for the efficacy of DBT as a treatment for BPD, 
including a number of randomized control trials. This is an important finding, given that 
borderline patients have traditionally been thought of as difficult to engage in treatment. 
Much of the research is limited however with regards to generalizability and clinical 
relevance. Concerns have been raised as to whether DBT is simply a treatment for 
parasuicide behaviours, as there is a current lack of empirical support for its effectiveness at 
treating other core features o f BPD. Evidence suggesting that a number o f alternative 
therapies are also effective at treating BPD, including brief-intervention therapies, has also led 
some to question the cost implications and staffing issues of such an intensive therapy for the 
NHS. Specific reference has been made to the views of service users, which suggest that 
patients rate DBT positively and even prefer DBT to other previous forms of psychiatric care. 
These studies are limited in number however, and in my opinion raise more general issues 
surrounding the stigma of the borderline diagnosis and the impact this has on treatment 
outcomes in this group. I propose that more research is needed to determine the specific 
mechanisms of DBT and explore the role of stigma in treatment outcomes for borderline 
patients.
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“Emancipation versus empowerment (Stickley, 2006)? Is the involvement of service 
users and carers in the development and planning of mental health services perpetuating
existing power imbalances?”
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Figure 1. French student poster from the student-worker rebellion (1968). In English, "I 
participate, you participate, he participates, we participate, you participate...they profit." (in 
Amstein 1969).
Introduction
In recent years there has been an increased recognition of the value of service users and carers 
in the development and planning of mental health services (Felton & Stickley, 2004). This 
has resulted from the expansion o f the service user movement juxtaposed with changes within 
the National Health Service (NHS) that have seen service users redefined as consumers and 
'experts by their own experience’. As a result service users and carers have become 
increasingly involved in the education of mental health professionals as the NHS has become
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increasingly dependent on employing staff who were adequately trained to respond to service 
users needs (Felton & Stickley, 2004). Whilst the service user and carer movement has 
achieved a great deal, some have argued that this involvement is tokenistic (Felton & Stickley, 
2004). Stickley (2006) has argued the concept of service user and carer involvement has been 
created within the dominant discourse of psychiatry and as service users seek to ascend the 
power ladder “they simply reinforce the power position o f  the dominant discourse” (p. 571).
In this essay I will critically examine Stickley’s (2006) argument that the involvement of 
service users and carers in the development and planning of mental health services is 
perpetuating existing power imbalances. I will begin by looking at the history of the service 
user and carer movement within the UK. I will then go on to explore the concepts of power, 
disempowerment, and empowerment and look at how theories of power and participation can 
be used to explore power imbalances within mental health services. I will also explore the 
notion of partnership working within the context of risk. Finally I will focus on the future of 
service user and carer involvement and emancipatory approaches to service user involvement. 
In doing so I will argue that, whilst the service user and carer movement has achieved 
significant changes, there are substantial power imbalances that remain within the field of 
mental health and fundamental changes in power are yet to be achieved. In particular, the 
focus on risk and increased emphasis on compulsion within the Mental Health Act (2007) 
serve only to maintain the status quo. However, renewed activism from service users who 
seek to position themselves outside of the dominant discourse are moving beyond service user 
involvement and paving the way for genuine empowerment.
Service User and Carer Involvement
The evolution o f  the service user and carer movement^
The origins o f the active involvement of service users and carers in mental health services is 
commonly thought to have started in the 1960’s, an era associated with political activism and 
social collectivism (Lakeman et a l,  2007). However, the true epoch of the service user 
movement dates back as far as the 1620’s in London with the ‘Petition of the Poor Distracted
 ^ Throughout this e ssa y , I make regular reference to the ‘service user m ovem ent’. This choice w as  
influenced by findings suggesting that am ongst the variety of individuals and group m em bers who are 
users of mental health services and their carers, there is a “common belief and understanding that 
together constitutes a movement rather than just a collection of separate organizations” (Wallcraft & 
Bryant, 2003, p.1).
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Folk of Bedlam’, a petition sent to the House of Lords complaining about the restraint and 
treatment of incarcerated people (Lakeman et al., 2007). In 1845, John Percival set up what 
would be the predecessor to today’s advocacy groups, the Alleged Lunatic’s Friend Society 
whose aims were “the protection o f  the British Subject from  unjust confinement on the 
grounds o f  mental derangement and the redress o f  persons so confined” (in Wallcraft & 
Bryant, 2003, p. 3).
It was dissatisfaction from within the field itself, however, which was to provide the catalyst 
to the anti-psychiatry movement in the 1960’s, with people such as David Cooper, Ronald 
Lang, and Thomas Szasz questioning current practice and advocating reform (Lakeman et al., 
2007). At the same time, scholars such as Michael Foucoult and Erving Grossman provided 
academic critiques o f institutional psychiatry and the concept of ‘madness’ (Lakeman et al., 
2007). Juxtaposed with professional and scholarly criticism was the formation of service user 
led groups, such as the ‘Mental Patients Union’, as well as interest groups and charities such 
as ‘Mind’ and the National Schizophrenia Fellowship, which later became Rethink (Wallcraft 
& Bryant, 2003).
Facilitated by the political and social climate of the time, the service user movement expanded 
hugely during the 1990’s. As Felton & Stickley (2004) write: “The advent o f  consumerism in 
the NHS and the closure o f  asylums meant that people with mental health problems were 
redefined as both consumers and citizens ” (p. 90). The service user movement was also aided 
by the increased and effective use o f literature and media outlets, including “W e’re Not Mad. 
We ’re Angry ’, a television programme made by service users that critiqued the psychiatric 
system, and On Our Own, a book by Judi Chamberlain (1988) examining the service user 
movement in the US (Wallcraft & Bryant, 2003). The 1980’s also saw an increasing number 
of black and ethnically diverse service users become involved in the movement and started to 
express their concerns over under-representation and lack of support within the psychiatric 
system (Wallcraft & Bryant, 2003).
Paralleled with the development of the service user movement from the 1980’s was the 
succession of policy and legislation that encouraged the involvement of service users and 
carers in the evaluation, development and planning o f services (Bams & Bowl, 2001). 
Working in partnership (DoH 1994), Building Bridges (DoH, 1995), and Modernising Mental
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Health Services (DoH, 1998) are examples o f policy developments that seek to encourage 
‘partnership’ and “reinforce official commitment to include the perspective o f  service 
recipients in decision making” & Bowl, 2001, p. 61).
At present, the service user movement has moved very much to the forefront of the political 
health arena. This is due largely to the campaigning of those within the movement as well as 
an increment of government policies that aim to redesign services that are responsive to the 
needs of their patients, not the organization (Department O f Health, 2000). Service users have 
been redefined as ‘experts by experience’, taking on new roles in the education of mental 
health workers in order to ensure that professionals are trained to be able to respond to these 
needs (Felton & Stickley, 2004; Fox, 2008). In addition service users and carers are playing 
an increasingly important role in the development of mental health services and policies, for 
example through mental health collaboratives (Robert et ah, 2003), as well as being actively 
involved in research as researchers rather than passive subjects, for example the Sainsbury 
Centre for Mental Health (Bams & Bowl, 2001). In addition many tmsts are now providing 
supported employment programmes for service users and carers, a programme pioneered by 
South West London and St George's Mental Health NHS Tmst which has set up User 
Employment Programme (Perkins, 2003).
The benefits o f  service user and carer involvement
The involvement of service users and carers in mental health services is often seen as 
fundamentally worthwhile in the development and planning of services. As Simpson and 
House (2003) note: “i f  such involvement is a good thing in itself it would not matter whether 
changes resulted from  it. However, most people argue fo r  user or carer involvement because 
they think some useful change will follow as a consequence” (Simpson & House, 2003, p. 89).
Relatively little empirical literature has evaluated the effects o f involvement, however. In a 
review of the literature, Simpson and House (2002) looked at a number of comparative studies 
that evaluated service user involvement. The findings from these studies showed that trained 
service users with a range of disorders, including schizophrenia and bipolar disorder, can be 
employed effectively in mental health service provision without detrimental effects to the 
service (Simpson & House, 2002). Differences were found between service user and non-
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service user employees, with user employees spending more time in face-to-face contact with 
clients, doing outreach work, in supervision, and less time on office work (Simpson & House, 
2002). Service user employees were also found to have less distinct user-employee 
boundaries and their clients were found in some studies to have improved social functioning 
as well as fewer or shorter admissions to hospital. In addition involving service users in 
training was found to improve attitudes to mentally ill employees and, when involved in 
service evaluation, clients gave less favourable evaluations when interviewed by a service 
user (Simpson & House, 2002). The researchers could not find any studies evaluating user 
involvement in service planning.
It is important to note that there were a number of limitations to the studies used. The number 
of participants in each study was small and few utilised randomized control techniques. In 
addition, studies were carried out in North America and Australia and therefore may not 
reflect the types of services used in the UK (Simpson & House, 2002). Despite these 
limitations, however, these findings suggest that the involvement o f service users in the 
provision o f mental health services can have positive results and highlights the need for 
continued research in this area.
Service user and carer involvement and empowerment
Another area where service user and carer involvement is seen as fundamentally worthwhile is 
in its impact on service users and carers personally. In particular service user and carer 
involvement is commonly seen as ‘empowering’ (Stickley, 2006). Some argue, for example, 
that the concept of the ‘expert patient’ assumes a relationship of partnership and, as such, 
redistributes power away from the professional, thus ‘empowering’ the patient (Fox, 2008).
There is much debate, however, about the legitimacy of this claim, with others arguing that 
the involvement of service users is at best tokenistic and disempowering o f those it claims to 
empower (Stickley, 2006). It has also been contested that the term empowerment is 
redundant, as it implies that one person can empower another, thus contradicting the notion of 
equality of power on which it is based (Masterton & Owen, 2006; Parsloe, 1996). In order to 
explore this argument further, in the next part of this essay I will examine the relationship 
between service user and carer involvement and power within mental health services.
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Does involvement perpetuate power imbalances (Stickley, 2006)?
Critical Realism
As the poster in Figure 1 shows, participation does not always equate to profit. Indeed, as 
Stickley (2006) argues, the involvement and participation of service users and carers within 
mental health services does not equate to profits of power. Stickley (2006) considers the 
involvement of service users and carers through a critical realist lens and contests that service 
user participation can be seen to simply reinforce the power imbalance. According to critical 
realist theory, a distinction exists between the reality of the physical world and the social 
descriptions of that reality. The aims of critical realism are to explore this reality and the 
causal, historical, and social developments of the discourses of the social world, with an 
underlying belief that there is a profound potential for future change (Stickley, 2006). 
Through a critical realist lens Stickley (2006) argues that service users have sought power by 
ascending the dominant discourse, learning the language of psychiatry, and without removing 
themselves from this discourse service users remain within the control of the service providers 
thus maintaining power imbalances.
Indeed, some have argued that the presence of the service user movement within the 
psychiatric discourse has lead to the emergence of a hierarchy of power amongst service users 
that mirrors the stratification o f authority within psychiatry (Lakeman et al, 2007). At the 
bottom of this hierarchy are the majority o f people who access public mental health services, a 
heterogeneous group who are often legally coerced to receive treatment. Positioned above 
this group are service users involved in service user groups and organizations who claim 
authority through their role as representatives. At the top levels of the hierarchy are 
‘professional service users’ and ‘celebrity or corporate service users’. Lakeman and 
colleagues (2007) argue that these top-level service user groups represent the minority and 
differ greatly from the majority of those who can most ‘legitimately’ claim the term ‘service 
user’, and that their position of ‘expert by experience’ is used to enhance the legitimacy of the 
organization with which they are affiliated whilst giving little genuine authority. Like 
Stickley (2006), Lakeman and colleagues (2007) argue that the service user movement must 
make efforts to step outside the hierarchy of psychiatry if these power imbalances are to 
change.
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Power and mental illness
Disempowerment
Historically, it is useful to consider the development of the roles o f the professional and the 
service user developed within the field of mental health (Felton & Stickley, 2004). In pre­
industrial Britain, religious and moral explanations were commonly used to account for 
madness. Anyone who did not conform to societal standards was considered to be 
"subhuman” and incarcerated for their own protection as well as the protection of society 
(Felton & Stickley, 2004, p. 89). Following the industrial revolution, however, medical 
explanations to madness become the dominant theory and as such only treatable by medical 
experts within the field of psychiatry. As a result, these experts were able to assert power 
through their knowledge of psychiatry and the “mentally ill [became] increasingly 
disempowered as these experts dictated that individuals lacked the competence to hold valid 
opinions'” (Felton & Stickley, 2004, p. 90). In his book Madness and Civilization, Foucoult 
(1965) argues that this represented a shift in which medicine went from being a tool for aid to 
a mechanism for promoting good health and, in turn, an economically productive population 
(in Bams & Bowl, 2001).
This notion that mental illness reflects an inability to contribute to economic and social 
production has been maintained amongst western capitalist societies (Warner, 1994). Indeed, 
Bams and Bowl (2001) have argued that this relates in general to societies notion of 
citizenship and the subsequent social exclusion of those diagnosed with a mental illness:
“I f  a citizen is not only a rights bearer but also someone who contributes to the creation o f  
the social world, then those who are regarded as incompetent to take decisions on their own 
behalf and who are considered to need the interventions o f  welfare agencies fo r  their own 
good’ might be considered to stand outside the world o f  active citizenship” (p. 18).
At present, mental health service users are some of the most disempowered members of 
society; living in what Devey (1999) refers to as a ‘cycle of deprivation’ inclusive but not 
exclusive of mental illness (in Bams & Bowl, 2001). People diagnosed with mental illness 
report high rates of unemployment, social isolation, poverty, and stigma in addition to 
psychological distress (Bams & Bowl, 2001).
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Power
To fully understand the role that power plays within mental health requires an understanding 
of the notion of power itself. Indeed, as Gilbert (1995) states: “without a clear 
conceptualization o f  what is meant by power it is difficult to convincingly argue that one form  
o f  practice is more or less empowering than another” (in Masterton & Owen, 2006, p. 20). 
Within the literature there are a number of different theories and conceptualizations o f power, 
however, for the purposes of this essay I have chosen to focus on some of the more influential 
of these theories and how they may be related to power within mental health.
i) Weber’s Theory of Power
According to Weber’s constant sum conceptualization, power exists as a finite commodity and 
as such could only be redistributed if seized or bestowed (Masterton & Owen, 2006). If one 
were to apply W eber’s theory to service user and carer involvement within mental health this 
would indeed imply that in order for service user’s to be empowered professionals must 
surrender or lose some of their own power. Indeed the advent o f consumerism within the NHS 
can be seen to fit with Weber’s theory in so far as it is seen to involve the delegation and top- 
down transference of formal power (Masterton & Owen, 2006).
Weber’s theory has received much criticism for its patriarchal emphasis on antagonism, 
dominance, and competition (Masterton & Owen, 2006). A more up-to-date feminist 
conceptualizes that power is not finite and can be generated. As such the focus moves away 
from hierarchical ‘power over’ forms of power to the development of power “to, with and 
from  within” (Rowlands, 1998, p. 15).
ii) Lukes’ Theory of Power
In his book Power: A radical view (1974), Lukes theorised power as having three differing 
dimensions: 1) Overt decision making, the traditional Weberian exercise of power; 2) Non­
decision making, a more covert exercise of power such as coercion and agenda setting; and 3) 
Ideology, values and norms, where power is exercised through non-explicit manipulation of 
roles and ideologies including the use o f language and discourse (Masterton & Owen, 2006). 
Lukes’ theory is useful when considering possible overt and covert mechanisms of exercising
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power within mental health. At the second dimension, for example, power imbalances may 
exist with professionals influencing the agenda of a discussion (Masterton & Owen, 2006). 
Similarly, the third dimension, the concepts of identity and language within psychiatry can be 
seen to perpetuate power differentials between service users and professional “experts” 
(Masterton & Owen, 2006).
iii) Foucault and Power
It is at Lukes’ third dimension of power that Foucault’s theories are based. Foucault believed 
that there was an inherent relationship that existed between power, knowledge, and “truth” 
(Masterton & Owen, 2006). Specifically, Foucault argued that discourse was not simply a 
passive means of communication but that language represented knowledge (Stickley, 2006). 
Therefore, knowledge of specific discourses used within medicine, psychology, and social 
work exerted power by becoming accepted as socially accepted ways of viewing reality -  thus 
established as “truth” or common knowledge (Masterton & Owen, 2006). Using Foucoult’s 
theory of power, therefore, Stickley (2006) argues that the service user movement is situated 
within the dominant discourse, therefore perpetuating the existing power influences.
Power and Participation
Whilst it is useful to explore the concept of power in relation to the imbalances that exist 
between professionals and service users and carers, it is also useful to consider the interplay 
between power and participation. Models of participation have traditionally been portrayed as 
a hierarchical process. For example Amstein’s (1969) model of participation (see Figure 2.), 
which makes a strong connection between the link between participation and power. 
According to this eight-stage model there are varying levels of participation in which power 
can be redistributed. These range from manipulation and therapy (non-participation), to 
informing, consultation, and placation (tokenism), to partnership, delegated power and citizen 
control (power). Arstain (1969) argued that it is “the redistribution o f  power that enables the 
have-not citizens, presently excluded from  the political and economic processes, to be 
deliberately included in the future. It is the strategy by which the have-nots jo in  in 
determining how information is shared, goals and policies are se t” (p. 216).
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Citizen Control8
D eleg a ted  Power Citizen Power7
Partnership6
P lacation5
^  TokenismC onsultation4
informing3
Therapy2
N onparticipation
Manipulation1
Figure 2. Amstein’s ladder of participation (1969)
Amstein’s model is useful for highlighting the interplay between participation and power and 
has been used by some to highlight the political distinction between the differing types of 
service user and carer involvement, arguing that consultation is no longer valid and that 
service users should be given decision making power for change (Fox, 2008). Others have 
argued that this approach places too much emphasis on ascension and argue that a more 
holistic approach is required, which incorporates differing levels of involvement and service 
development (Warren, 2007). Despite this criticism, Arstein’s (1969) model does raise the 
point that for service user and carer involvement to be meaningful, participation for the sake 
of participation is not enough, and it is only through control, delegation, and partnership 
working will there to be tme shifts in the distribution of power imbalances.
The realities of partnership
In line with Amstein’s (1969) model, as noted earlier, the concept o f partnership working is 
currently at the forefront o f mental health policy and legislation (DoH, 1998; 1995; 1994). 
However, the concept of partnership working is a highly debated one, with many asking “can
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you really work in partnership with someone who can lock you up ” (Coleman and Harding, 
2004, p. 4)
Risk and the service user and carer movement
The relationship between how service providers manage risk and service user and carer 
involvement can be traced back to the origins of the service user movement, when the 
‘Petition o f the Poor Distracted Folk of Bedlam’ made comment about the restraint and 
treatment of incarcerated people (Lakeman et aL, 2007). More recently however, the 
increased focus on ‘partnership’ that we have seen in mental health policy in the last decade 
has been juxtaposed with an increased focus on risk, and particularly risk to other people 
(Langan & Lindow, 2004). Unsurprisingly, therefore, opposition to widening compulsion has 
been found to be at the forefront of common issues within the service user movement 
(Wallcraft & Bryant, 2003). Furthermore, whilst there is an increasing amount of research 
exploring the views of service users and carers about mental health services, very little 
research has explored the issues that are important to people defined as a risk to others 
(Langan & Lindow, 2004). It therefore seems important to consider the role that risk plays 
within the relationship between providers and users o f mental health services.
Risk society
It has been argued that within modem society there exists a desire for outright competence 
from authority. As Stephen Webb (2006) notes: “one o f  the most powerful motivations fo r  
innovation and change has been the search fo r  absolute knowledge” (p. 1). This drive for 
absolute competence has lead to a form of reactive political responses to crisis that creates 
unrealistic accountable systems that attempt to predict and control social problems. When 
these systems fail to accurately predict social problems, public desire for ‘omnicompetence’ 
leads to a disproportionate increase in public fear as to the likelihood of that social problem 
occurring in the future as well as a ‘climate o f litigation’ as people seek someone to blame 
(Titterton, 2005; Webb, 2006). The terrorist bombings on September 11^  ^ in the USA and the 
subsequent perception of risk provide a clear example of this phenomenon.
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Risk assessment
Within mental health risk becomes an increasingly prominent issue given that services are 
often involved in working with vulnerable people. As previously noted, however, mental 
health policy has increasingly focused on controlling those considered to be a risk to others. 
As a result, assessment and management of risk by professionals has become more and more 
important within mental health services (Langan & Lindow, 2004, p. 51). Whilst policy 
encourages positive and holistic risk-taking that involves service users, within the context of a 
risk society, the tendency for defensive practice becomes more likely. As Titterton (2005) 
argues, what emerges is a ‘cover your back’ mentality whereby risk assessment becomes more 
about assessing risk to the professional than the service user. An argument echoed by Langan 
and Lindow (2004) who contest that professionals working in mental health are “much less 
likely to be blamed fo r  unnecessarily restricting service users ’ lives than fo r  taking positive 
risks to help them achieve a better quality o f  life” (p. 51).
Risk and empowerment
The current climate of risk and safety first approach to mental health policy can be seen to 
perpetuate the power imbalance between mental health providers and users. For example, 
supervision registers, community treatments, and the renewed powers for clinicians to impose 
treatment within the Mental Health Act (2007) place power firmly in the hands of clinicians, 
whist treating those defined as ‘a risk’ as second-class citizens (DoH, 2007; Felton et a l, 
2004). As Titterton (2005) notes: “The problem with this sort o f  safety first approach is: It 
ignores the other needs o f  vulnerable people; It denies them the right to choice and self- 
determination; It leads to a loss o f  a sense o f  self-esteem and respect; It can lead to a form  o f  
institutionalization with the loss o f  individuality, volition and an increase in independence; At 
its worst, it can lead to the abuse o f  vulnerable people” (p. 15).
In conclusion, the continued focus on risk within mental health policy can be seen to 
perpetuate existing power imbalances. The voices of service users and carers within policy 
and research on this topic is distinctly lacking (Langan & Lindow, 2004), whilst at the same 
time opposition to the increased forced treatment and detention under the Mental Health Act 
has been found to be one of the main areas of focus for the service user and carer movement 
(Wallcraft & Bryant, 2003). If  mental health services are ever going to truly tackle existing
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power imbalances, it is the issue o f risk and compulsion that needs to be addressed. As Fox, 
(2008) writes: “Empowerment is about risk-taking” (p.17).
The future of service user and carer involvement: Emancipation or empowerment?
The notion that involvement is reinforcing o f power imbalances has lead to alternative views 
of service user and carer involvement. Stickley (2006) has argued that empowerment is soon 
to be surpassed by new emancipatory approaches that give service users and carers to 
potential to take power, rather than be given it. As such, emancipation implies independent 
action as opposed to passive involvement (Stickley, 2006). The call for renewed action is 
echoed by Lakeman and colleagues (2007), who argue that “there continues to be a need fo r  a 
radical edge to the service user movement -  a willingness to challenge authority, seek social 
and structural change and to protest” (p. 16). Both Stickley (2006) and Lakeman (2007) warn 
of the dangers in the positioning of service user and carer involvement within the services 
they are trying to change, specifically with reference to the consumerist approaches within the 
NHS, and suggest that change can only occur outside of the discourse of medico-psychiatry.
Whilst I agree with Stickley’s (2006) call for causal change within user involvement, I 
question the need for rhetorical distinctions between empowerment and emancipation. 
Instead, I feel that service user and carer involvement should be focused on challenging the 
disempowering discourse of psychiatry, and as such seek empowerment at Lukes’ third 
dimension. As Masterton and Owen (2006) write: “‘genuine empowerment requires the 
reformation o f  normalizing judgments and creation o f  alternative discourses that de- 
stigmatize and reduce the control o f  form er disciplines. Without the overarching effect o f  
change on the third face o f  power ...empowerment will be o f  partial effect” (p.29). An 
example of an alternative discourse can be seen in the development of the recovery approach 
(Masterton & Owen, 2006; Repper & Perkins, 2003). The recovery model attempts to 
reclassify the discourse of mental illness and recovery from a disempowering medical 
condition with little hope of recovery, to a human experience that occurs along the spectrum 
of human experiences (Masterton & Owen, 2006). Similarly, the Hearing Voices movement 
(Romme & Esher, 1993) is another example o f the development o f an alternative discourse 
and explanation for the way we understand psychological distress (Bams & Bowl, 2001).
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At the same time, however, Luke’s model of power shows us that power can be influenced at 
a number o f levels and I would argue that the involvement of service users and carers to date 
have shown changes in power at some level. The fact that ‘partnership’ is an ideology within 
public policy, even if it is not yet a reality, can be seen to show change at the first dimension 
of power (Masterton & Owen, 2006). Whilst increased compulsion under the Mental Health 
Act is currently a barrier to this partnership, as service users and carers become increasingly 
involved in education and employment there is room for them to challenge this and promote 
positive risk-taking (Fox, 2008). And whilst it is unrealistic to think that there will be radical 
changes in the short term I believe that service user partnership with service providers should 
be something that can be aimed for. As Harding (2007) notes; “even i f  [partnership work] 
seems impossible, it should be attempted, as we can only improve practice in our efforts ” (in 
Hayward et aL, 2007, p. 28).
Conclusion
The purpose of this essay was to explore the notion that involvement o f service users and 
carers in the development and planning of mental health services perpetuates existing power 
imbalances. Through examination of the history of the service user and carer movement it is 
clear that he movement has brought about a number of significant changes, not least in 
placing the concept of user involvement at the forefront of the political health arena. At the 
same time, however, the positioning of service user and carer involvement within the 
dominant discourse of medico-psychiatry combined with an increased focus on risk and 
compulsion within policy means that service users continue to be disempowered. If  service 
user and carer involvement is to be genuinely empowering, this must occur within an 
alternative discourse, as seen within the recovery approach, which may seek to restore power 
at Lukes’ third dimension by challenging the disempowering language o f the dominant 
discourse (Masterton & Owen, 2006). At the same time, I would argue that it is possible to 
aim for partnership between service users and carers and professionals, despite the current 
barriers that exist.
Reflections
When choosing an essay title I was initially drawn to this topic, as it seemed to challenge my 
own personal beliefs about the importance of service user and carer involvement in mental 
health services. I have been actively involved in client participation and service user
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involvement in the past, both within mental health and drug services, and this is an area I feel 
passionately about. In particular, I have done a great deal of work around advocating client 
participation groups for those involved in legally coercive drug services within the criminal 
justice system -  a group that have traditionally had little or no voice with regards to the 
treatment they receive.
Through the process of researching and writing this essay I feel I have been able to evaluate 
some of my beliefs and assumptions about what service user involvement actually involves. It 
has been useful to think about discourse whilst writing this essay. How much of the language 
that I have chosen to use comes from the dominant discourse? Who are the authors I choose to 
reference? These are questions I intend to keep asking on a day-to-day basis, not just for the 
purpose of this essay, and for that reason I feel this has been an extremely valuable learning 
experience.
45
References
Amstein, S. R. (1969). A ladder of citizen participation. Journal ofAIP , 35 (4), 216-224.
Bams, M. & Bowl, R. (2001). Taking Over the Asylum: Empowerment and Mental Health. 
Basingstoke: Pulgrave.
Chamberlain, J. (1988). On our Own. London: Mind.
Coleman, R. & Harding, E. (2004). Can we really be partners? Mental Health Nursing, 5, 4-5.
Department o f Health (1994). Working in Partnership. London: The Stationary Office.
Department of Health (1995). Building Bridges. London: The Stationary Office.
Department of Health (1998). Modernising Mental Health Services. Safe, sound and 
supportive. London: The Stationary Office.
Department of Health (2000). The NHS Plan: A Plan fo r  Investment, A Plan fo r  Reform. 
London: The Stationary Office.
Felton, A. & Stickley, T. (2004). Pedagogy, power and service user involvement. Journal o f  
Psychiatric and Mental Heealth Nursing, I I ,  89-98.
Foucault, M. (1965). Madness and Civilisation. A History o f  Insanity in the Age o f  Reason. 
London: Tavistock.
Fox, J. (2008). Defining expertise by experience. A Life in the Day, 72(2), 17-20.
46
Hayward, M., Brown, E., May, R. & Harding, E. (2007). Social inclusion and clinical 
psychology. A Life in the Day, 11(2), 27-30.
Hayward, M., Hughes, R., Southwood, D., Pearce, K. & Holmes, N. (2006). User 
involvement in placement activity: The full monty. Clinical Psychology Forum, 167, 10-13.
Hayward, M., West, S., Green, M. & Blank, A. (2005). Service innovations: Service user 
involvement in training. Case Study. Psychiatric Bulletin, 29, 428-430.
Klein, E., Rosenberg, J. & Rosenberg, S. (2007). Whose treatment is it anyway? The role of 
consumer preferences in mental health care. American Journal of Psychiatric Rehabilitation, 
10, 65-80.
Lakeman, R., Cook, J., McGowan, P. & Walsh, J. (2007). Service users, authority, power and 
protest: A call for renewed activism. Mental Health Practice, 77(4), 12-16.
Lukes, S. (1974). Power: A Radical View. Basingstoke: Macmillan.
Marland, G. & Marland, C. (2000). Power dressing empowerment. Nursing Times, 96, 2-8.
Masterton, S. & Owen, S. (2006). Mental health service user’s social and individual 
empowerment: Using theories of power to elucidate far-reaching strategies. Journal o f  
Mental Health, 75(1), 19-34.
Parsloe, P. (Ed.) (1996). Pathways to Empowerment. Series: Social Work in a Changing 
World. Birmingham: Venture Press.
Repper, J. & Perkins, R. (2003). Social Inclusion and Recovery: A Model fo r  Mental Health 
Services. Kidlington: Elsevier Health Sciences.
Robert, G., Hardacre, J., Locock, L., Bate, P. & Glasby, J. (2003). Redesigning mental health 
services: Lessons on user involvement from the mental health collaborative. Health 
Expectations, 6, 60-71.
47
Romme, M. & Escher, A. (eds.) (1993). Accepting Voices. London: Mind.
Rowlands, J. (1998). ‘A Word of the Times, but What Does it Mean? Empowerment in the 
Discourse and Practice of Development’, in Afshar, H. (Ed.). Women and Empowerment. 
Illustrations from  the Third World. Basingstoke: Macmillan.
Soffe, J., Read, J., & Frude, N. (2004). Journal o f  Mental Health, 75(6), 583-592.
Stickley, T. (2006). Should service user involvement be consigned to history? A critical 
realist perspective. Journal o f  Psychiatric and Mental Health Nursing, 13, 570-577.
Titterton, M. (2005). Risk and Risk Taking in Health and Social Welfare. London: Jessica 
Kingsley Publishers.
Wallcraft, J. & Bryant, M. (2003). Policy Paper 2. The Mental Health Service User 
Movement in England. The Sainsbury Centre for Mental Health, www.scmh.org.uk
Warner, R. (1994). Recovery from  Schizophrenia, Psychiatry and Political Economy. London: 
Routledge.
Warren, J. (2007). Service User and Carer Participation in Social Work. London: Cromwell 
Press.
Webb, S. A (2006). Social Work in a Risk Society: Social and Political Perspectives. 
Basingstoke: Macmillan.
48
PROBLEM BASED LEARNING (PBL) REFLECTIVE ACCOUNTS
49
‘The Relationship to Change’ 
Problem Based Learning Reflective Account I
February 2008 
Year I
50
The task
On 16‘^  September 2007, the first day of a three year Doctorate course in Clinical Psychology, 
myself and seven strangers -  six fellow students and one facilitator -  were given a problem 
based learning task titled ‘Relationship to Change”. We had five weeks to work together and 
develop a 20-minute presentation, which we would present to our fellow students and staff 
from the University of Surrey Clinical Psychology department.
The Group Process
With the recent development of social networking websites, I was able to ‘meet’ my fellow 
trainee’s months before the Clinical Psychology training course actually began. We all 
became ‘friends’ on Facebook and the greetings and messages began to flow. I felt so 
removed from everyone. Having never been an assistant psychologist, I seemed to have 
missed out on some vital induction into the world of clinical psychology -  the relief expressed 
over never having to do endless photocopying again went slightly over my head. People also 
seemed so anxious about starting and the reassurance seeking that went on in the months 
leading up to the course starting seemed truly illogical. Hadn’t we got over the hard bit 
already? Vv^ e had made it on to the Holy Grail. It probably didn t help that I was 
geographically very removed from my cohort as I was currently living in Hawai’i and feeling 
somewhat saddened by the fact that the forthcoming course meant the end of my time in 
paradise -  was I really sure I wanted to enter this world that seemed to be so established? 
Upon reflection, I wonder whether these negative feelings reflected my own sense of anxiety 
and inadequacy. Everyone else seemed to have so much more experience in the field than I 
did, and if  they were concerned about how challenging the course would be, then how would I 
cope? So, whilst others may have used the Internet to seek reassurance for their own feelings 
of inadequacy, all this seemed to do was increase my own.
It was with this apprehension that I arrived on the first day, still wearing a tan and the jet lag 
of arriving back from Hawai’i a few days earlier. My first impression as I entered the room in 
the Duke of Kent Building on the 17‘^  September 2007 was that I had walked into a room full 
of people who looked just like me. 24 women and only four men. As we made our 
introductions I was filled with a sense of disquiet. We appeared to be a cohort o f middle class 
people with very similar backgrounds. What did this say about the sort of people who become 
psychologists? How did we reflect the sort o f people we would be working with on
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placement? What had I expected? Having done an undergraduate degree in Psychology I was 
aware that the field was a female dominated one, however, upon reflection I still feel that the 
cohort is less diverse than I had expected. When I compare my experiences of diversity on 
placement to those at University, for example, there indeed appears to be a difference. On 
placement I am not an ethnic majority and differ in age, socioeconomic background, and 
gender to my colleagues. At University I feel very much of the ethnic majority group and 
quite similar in a number of different ways to the rest of the cohort. I am aware, however, that 
diversity comes in many forms and I may become more aware of potential differences that 
exist on the course as I get to know my fellow trainees better.
When we were separated into our CDG groups, it was a relief to finally be in a room with less 
people. At last I would have an opportunity to start to learn some names. There were 7 o f us 
in total and we all lived in London, another relief, as this was only the second time I had ever 
been to Guildford with the first being for the interview. So it was comforting to have people 
who were from my ‘neighbourhood’. We developed an instant bond over commuting times 
and train prices. With the anxiety of having just met each other we became very focused on 
the task in hand. In just a few weeks we were going to have to do a 20-minute presentation to 
the much larger group on the ‘Relationship to Change’. This was a daunting thought, but one 
we acknowledged was probably going to be a catalyst to the bonding process- there’s nothing 
like the thought of embarrassing yourself in front of 20 or so people to force you to pull your 
weight and work collaboratively.
We got straight to work delegating the ‘important roles’ such as who would be chair and who 
should take minutes. From the very start the process was collaborative one, blindly cohesive. 
We decided that we would rotate roles such as chair and scribe in order to make the workload 
fair. Whilst this seemed like the most diplomatic way to do this, I wonder if  it may have put 
people in an uncomfortable position to agree with doing a role that they would not have 
nominated themselves for. With the roles allocated, we started brainstorming ideas about what 
we felt this ambiguous presentation title could involve, desperately looking for something 
more concrete to focus on. “Relationship to change’ didn’t seem like a complete sentence, let 
alone something we could do a presentation on. For about 20-minutes the topic of 
conversation was almost painfully polite. Everyone took turns to talk, no one interrupted 
anyone else, and silences were filled before they became awkward. It was at this point that I 
mentioned the public’s changing opinion of Gerry and Kate McCann, the parents o f 4-year old
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Madeleine McCann, who was abducted on 3rd May 2007 in Praia da Luz, Portugal. Given 
the media coverage of this story and our long Metro-filled journeys to get to Guidlford, this 
was something everyone seemed to have an opinion on. Suddenly we were having a real 
discussion. By the end of our first group meeting we had covered topics ranging from 
September 11^ to Big Brother and back again, with the result being a decision to focus our 
presentation on the media and the relationship it plays in changing public opinion. Our group 
facilitator commended us on covering some difficult and challenging topics so quickly as a 
group. At the time, this felt like artificial praise as these topics didn’t seem particularly 
‘challenging’ to me. I have grown up in a family where current affairs were regular topics of 
debate, where people were encouraged to have opinions and be willing to discuss quite 
challenging subjects critically. In retrospect, I feel I may have let my own comfort with 
discussing such topics bias the group conversation in this direction. Indeed, whilst debate put 
me at ease it would have been wise to consider that these may have been topics that others 
found more challenging to discuss with new people.
In the following weeks we met on a regular basis to work on the presentation. We had been 
informed that this would not be a marked assignment and I think this allowed us to really 
enjoy working together, without the added stressor of potential failure. As a result, our 
meetings tended to involve a lot o f laughter and the outcome was, in my opinion, quite a 
humorous presentation that examined the use o f the media as a tool for eliciting change 
through the parody of a daytime television show. Whilst this made for a thoroughly enjoyable 
few weeks, in retrospect I think it may have distracted us from the real task in hand -  
reflecting on the relationship to change that was going on within the group itself. Indeed, this 
was our only criticism on the feedback we received. It felt at the time like we had completely 
missed the point. We hadn’t discussed the changing group dynamics once. I wonder now, 
why that was? Had we used humour as a defense mechanism? As a tool for avoiding doing 
something that we didn’t yet feel comfortable doing as a group - actually examining our own 
behaviour and asking ourselves what was going on? Whilst I cannot answer for the rest of the 
group, in retrospect I think that this was probably the case, initially anyway. It felt like we 
used humour as a way to ease the anxiety of just having met each other and the fear o f the task 
in hand. I believe that this later evolved, however, to become part o f the group dynamic and 
quite a natural way of communicating with one another.
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Personal and professional learning
Taking part in the PEL task has influenced my clinical practice in a number o f ways. 
Primarily, the act of being involved in a presentation has been a learning process in itself and 
helped to increase my confidence in this area. The professional relevance o f this became 
apparent quite soon after the PEL task, in fact, when I was asked to present at a service users, 
carers and professionals conference by my clinical supervisor. It felt reassuring to know that I 
had been able to practice my presentation skills so recently as, prior to the PEL task, it had 
been a number of years since I had been required to do this. Furthermore, given that New 
Ways of Working suggests a changing role for Clinical Psychologists in the future, 
presentation skills are likely to become increasingly important.
The process of being involved in a group has very obvious clinical relevance to the experience 
of working within a multidisciplinary team. As a new member of a team it can often feel 
difficult to raise your voice. Given that this was the first time that I had worked within a 
psychological role this felt especially challenging. Taking part in the PEL task and working 
collaboratively within a group of other trainee psychologists and clinical psychologists 
allowed me to identify more fully with my new role as a trainee clinical psychologist, which I 
felt helped me greatly when starting on placement.
The Reflective Process
Reflective practice involves more than its name would imply. It is not simply a mirroring of 
the events that occurred, but a dynamic developmental process (Eolton, 2005), which allows 
one to learn from experience (Spalding, 1998) and thoughtful deliberation (Tickle, 1994). 
When I wrote the first draft of this reflective account I felt apprehensive about the fact that it 
was being written for someone else who would evaluate my words. I therefore felt 
pressurized to write in a way that provided evidence of my reflectivity. I think I found this 
particularly challenging and anxiety provoking because I am Dyslexic. So whilst I was 
positive that I could be a reflective practitioner, I was anxious that I would be able to show 
this with words -  and furthermore the right words. As Newnes (2006) notes ‘‘as an art, 
writing cannot control the response o f  the reader...we urge trainees to keep reflective 
diaries... i f  the trainee includes the right buzzwords (how about power imbalance?) the trainee 
is likely to get some positive feedback. Not because they can write, punctuate, show  
willingness to go fo r  a stream o f  consciousness style -  but because they have proved
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themselves to he aware o f  what is wanted” (p. 38). In writing this reflective account, 
however, I have found the very act of having someone read, evaluate, and question what you 
have put down in words allows you to see how written language, like spoken language is 
subject to assumptions and interpretations. I have become aware of the strength of reflective 
writing. Words, more than thoughts, force us to question what we say and encourage us to 
recognize the “taken for granted” in our thinking. Indeed, as Professor Sir Kenneth Caiman 
(2005) notes “the very act o f  writing down the problem, clarifying, thinking, working through 
the issues, being forced to commit is powerful”.
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The task
On the 23"^ * o f September 2008 our Problem Based Learning (PBL) group were given a case 
vignette of Mr Nikolas, a 69 your old man experiencing memory difficulties. Based on this 
information, which included both a case description and genogram, we had 5-weeks to 
prepare a brief 20-minute presentation, which we would have to present to fellow students and 
staff from the University of Surrey Clinical Psychology department.^
The vignette outlined that Mr Nikolas had been referred to the psychology department due to 
short-term memory difficulties and concerns about his ability to care for himself. In his early 
childhood, Mr Nikolas had experienced a complicated family life. Growing up he was the 
youngest of three and the only son in a female dominated household. His father had left the 
family when Mr Nikolas was 7 years old, and Mr Nikolas was brought up to believe that his 
father was English. It was not until he was an adult, and after his father’s death, that Mr 
Nikolas discovered that his father had been a Russian Jewish émigré. In his adult life Mr 
Nikolas had a number of difficult relationship transitions. He was recently divorced from his 
first wife, something that had devastated him, and was currently in a new relationship with an 
older woman. Both his sisters and one of his sons had emigrated abroad and his relationship 
with his eldest son was acrimonious.
Whilst we were provided with a number of prompt questions to consider, we were given no 
fiirther directions about the content or direction that the presentation should take.
The group process
The PBL group consisted o f 7 trainee clinical psychologists, including myself. We were 2 
men and 5 women from a variety of ethnic and socioeconomic backgrounds with differing 
sexual orientations and ages. We had been split across year groups such that our group 
contained both second and third year trainees. As a second year trainee myself I recall finding 
this a somewhat daunting prospect as not only would I be required to work with new people 
but also more experienced, nearly qualified trainees. Our first meeting did little to calm my 
anxieties; these third year trainees really seemed to know their stuff! After brief introductions
For a detailed description of Mr. N’s vignette and the task, see Appendix I
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and shaking of hands we barely had time to catch our breath before the conversation had 
moved swiftly on to ways in which we could tackle the PBL task. Terms like “integrative 
formulations ” and “our position as psychologists ” started to be thrown around by the third 
years, while we second years sat there in stunned silence. For the next half an hour the group 
continued in this fashion, with the third years taking on a leadership/teacher role and the 
second years slotting into more of a passive/student position (Bolton, 2005). By the end of the 
meeting it had been decided that our presentation would explore different approaches to 
formulation with an overall aim of developing an integrative formulation together. We split 
ourselves into smaller groups o f two’s and three’s, notably within our respective year groups, 
to apply an individual Neurological with Cognitive-Behavioural, Psychodynamic, and 
Systemic model to Mr Nikolas’s vignette and got sent away with ‘homework’ to start reading 
around the particular model we would be presenting.
Thinking retrospectively about this initial meeting it is interesting that we were so quick to 
form such established teacher/student roles and became so focussed on the task as opposed to 
getting to know one another as a group. In applying Tuckman’s {1965) forming-storming- 
norming-performing model o f group development I feel that in this initial meeting we seemed 
to skip the forming  stage (Tuckman & Jensen, 1977). In doing so I feel that we lacked 
cohesion as a group, instead existing as two smaller dyadic peer groups within the larger PBL 
group. I feel we categorised ourselves into these groups based on assumptions and 
expectations of being more or less experienced, thus taking on the assumed characters of 
teachers and students (Bolton, 2005). As a result I recall feeling disempowered within the 
hierarchical group and feeling little responsibility for the development o f the group task. I 
wonder now if this represented a form of counter-transference (Racker, 2001) in response to 
the third year trainees’ own anxieties about having to appear knowledgeable when working 
with a lower year group and it would be interesting to meet as a group now to reflect on the 
formation of such roles.
Following our initial meeting, the group met for an additional 4 sessions, during which time 
we were able to work quite creatively around ideas for our presentation. We decided to base 
our presentation on the television programme ‘Dragon’s Den”, whereby each pair o f 
presenters would have to ‘pitch’ their formulation to a team of ‘dragon’ commissioners that 
represented the National Institute for Health and Clinical Excellence (NICE), service user 
involvement, and New Ways of Working. This creative stage of working together represents 
Tuckman’s (1965) norming and performing stages o f group development, whereby the group
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were able to work productively towards a common goal. Whilst the ideas were creative I 
recall feeling pressurised to create a ‘perfect’ presentation that ticked all the right boxes and 
meet the high expectations of the third years. This created tensions within the group and there 
were a number of arguments and disagreements that occurred within the group. This would 
represent Tuckman’s (1965) storming stage o f group development. Interestingly, however, 
these arguments tended to be overtly between people of the same year group and covertly 
between the different year groups. In some ways I think this again reflects that we had not 
form ed  cohesively as a group and therefore did not feel comfortable tackling our grievances 
openly.
This lack of cohesion was also reflected in our final presentation. Indeed, whilst our initial 
plan had been to present different formulations that lead to an integrative formulation, we did 
not end up presenting an integrative approach to Mr Nikolas’s vignette. I feel this reflects the 
overall process that we went through of remaining in our dyadic groups and never fully 
integrating as one. This lack o f integration meant that we maintained our character roles of 
students and teachers throughout our group meetings and the final presentation, whereby I felt 
like a passive participant to another group’s inflexible agenda (Bolton, 2005). Furthermore, 
through the over-emphasis on including a large amount of content in our presentation, I feel 
that we ended up being somewhat superficial in our approach to the vignette. Indeed, 
feedback from our presentation noted that whilst we were comprehensive and creative we 
addressed the topic in a slightly ‘manic’ way allowing little time for consideration of the 
deeper issues and difficulties facing MR. N.
Personal and Professional learning
The process of being involved in the PBL group has had a profound impact on my personal 
and professional learning. Through the experience of considering differing therapeutic 
formulations of the same case I have been encouraged be to take a more eclectic approach to 
my work on placement. As with the fragmentation between different models seen in our 
presentation, there can often be an over-fragmentation between different models within the 
field of psychology, which is often reflected on placement (O’Brien & Houston, 2007). 
Furthermore with increasing demands on evidence based practice and the drive to meet 
targets, the competitive nature o f the ‘Dragon’s Den’ in our presentation can be seen to be
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somewhat reflective of the current climate of competition between differing therapeutic 
approaches. By taking broader perspective to formulation I feel I am better able to respond to 
the individual needs of the service users I work with on placement.
In addition the PBL task has highlighted for me the importance of being able to present 
formulations as a psychologist, consider ways of making formulation useful, and consider the 
role of formulation within the professional network (Johnston & Dallos, 2006). The ability to 
develop a formulation based on psychological theories and knowledge is one of the core 
competencies of clinical psychologists (British Psychological Society, 2006). However, 
outside of it’s use as a tool for reducing distress for service-users, formulation is an important 
aspect in working as a multi-disciplinary team and can be used to inform the way that other 
staff members work with service users. The ability to present formulations and make them 
meaningful to a multi-disciplinary team is becoming increasingly important for clinical 
psychologists within New Ways of Working (British Psychological Society, 2007). This has 
been extremely important in my current placement where I have been consulting a number of 
fellow team members who have been working with some complex service users. It has been 
extremely rewarding being able to work in this way and this is something I look forward to 
developing further in my future work.
The experience of working in a non-cohesive, non-collaborative manner within the group, and 
the associated feeling of disempowerment has also highlighted the importance of power and 
collaboration within the therapeutic relationship and what can happen when this fails 
(Schwartz & Flowers, 2006). As a trainee I feel there is often a pressure on placement to 
document clinical work and ‘prove’ that you are ‘doing something’ in therapy. Indeed, the 
need to document and outcome my clinical work will continue when I qualify. There is a 
danger, however, in becoming too focused on clinical outcomes and being unilaterally 
directive in therapy at a cost to the collaborative therapeutic relationship (Schwartz & 
Flowers, 2006). I feel my own experiences of being overly focused on the end result of the 
‘perfect presentation’ in the PBL task and the experience of disempowerment and lack of 
responsibility as a result of directive goal setting has been a positive leaning experience of 
how not to work professionally (Schwartz & Flowers, 2006). Indeed, the importance o f the 
therapeutic relationship is especially pertinent when thinking eclectically as it is relationship 
factors in the therapeutic relationship that correlate most strongly with treatment outcomes 
than any specialized model of treatment (Schwartz & Flowers, 2006).
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Finally the experience of reflecting on the PBL has been a useful process for my own personal 
learning. It has highlighted my own anxieties about being less knowledgeable than those with 
more experience than myself, and the negative impact this can have on my work with others. 
This is likely to be especially important within multidisciplinary team working in the future, 
where it is possible that I will feel more or less experienced at times. Whilst the nature of 
training is a somewhat anxiety provoking experience, it is important that I learn ways to deal 
with this anxiety as it is unlikely to completely reduce once I am qualified! This reflective 
account has also been a useful way of considering my own anxieties within the context of 
other people and think about the concept of transference of anxiety within the PBL group. 
This ‘through the looking glass’ technique of reflecting on my own anxieties has been useful 
in encouraging myself to take responsibility for my own anxieties (Bolton, 2005). At the time 
of participating in the PBL task I was quick to label my anxieties as being related to the 
overachieving nature of my senior peer group. Through reflection, I have learnt that I brought 
many assumptions about my colleagues to the group and that it may have been my own 
insecurities about my abilities that lead the older year group to take responsibility for the task 
on my behalf. In doing so, this has highlighted for me the importance o f reflective writing in 
facilitating me to take responsibility for my own experiences and encourage me to think back 
on experience with different viewpoints. As Bolton (2005) writes: “Reflection in writing 
facilitates a wider view from  a distance, a close acute perspective, and authority over 
practice” (p.46).
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Appendix I - Problem Based Learning Exercise
Title: Working with People in Later Life, their Families, and the Professional Network
What is the problem? Who has the problem? What might happen?
Mr Nikolas is 69, and has been referred to the psychology department for assessment of his 
short term memory problems, and his needs for care. The allocated social worker thinks Mr 
Nikolas is not looking after himself properly -  his fridge has out of date food, his clothes are 
not well washed, and his toilet and bedding are unclean. His GP thinks he is managing well. 
During the period of assessment, Mr Nikolas’ son Alexander, accused Mrs Edwards of 
financial abuse against his father. Social services invoked the Court o f Protection and his 
divorced wife agreed to manage his financial affairs. Mrs Edwards, his new non-residential 
partner, was asked by the family not to visit their father/ex-husband any more, in an angry 
doorstep confrontation at her home by the older son. Mrs Edwards contacted the same 
psychology service and asked for their help. Mrs Edwards gave her version o f events to Mr 
Nikolas’ two older sisters, who both live abroad.
Some Background Information
Mr Nikolas is the son of a Russian Jewish émigré who married a white English east end 
Londoner. His father left his mother when he was seven and he had no subsequent contact. He 
was raised within the CofE tradition of Christianity, and holds a faith base. It was not until he 
was a mature adult that he learned of his father’s origins at the time of his mother’s death. He 
had always been told his father was an Englishman.
When he was 33, Mr Nikolas married a white English woman who was 15 years younger than 
him, from a Catholic background. She is not practising. They divorced at her instigation 6 
years ago. She had spent the majority of their marriage in receipt o f a diagnosis o f major 
depression, with bouts of counselling, prolonged anti-depressant medication use, and so on. 
Following the divorce, she was able to cease prescription medication use, took up local 
employment, and developed a new friendship circle. Her older son called her a ‘whore’ when 
he discovered she was seeing another man, romantically.
65
So, Mr and Mrs Nikolas had two sons, Alexander and James, both now in their thirties. James 
lives abroad and does not keep much in contact with his father. Alexander is local, runs a 
small business and is married to a woman who struggles with eating distress and fears of 
contamination, such that she does not allow their two small children to play in the garden. The 
family do not discuss these matters. Mr Nikolas has two older sisters, both of whom live in 
Australia and are not well enough to travel to the UK, but wish to be involved in decision 
making about the future care of their brother.
Mr Nikolas was devasted by the divorce and the need to sell the family home for the divorce 
settlement. He moved to a small property nearer his older son and two grandchildren. He 
spent a few years on his own, walking miles every day, and shunning company. Eventually a 
friend persuaded him to join a local history society and he became involved in escorting 
visitors and tourists around museums. There he met Mrs Edwards, a while English divorced 
woman, 2 years older than him. She is financially independent and owns her own home. She 
has PT employment with a stately home in the area, and was a children’s nanny most of her 
life. She has a chronic debilitating health condition that results in joint pains. She has no 
children and no living relatives. She has an active friendship group.
Mrs Edwards and Mr Nikolas became friends and then their relationship became romantic and 
sexually intimate. They have been together for 3 years. They kept their separate houses, and 
spent time in each other’s home. Mr Nikolas asked Mrs Edwards to marry him at the time the 
police instigated the removal o f his driving licence. He had been struggling with short term 
memory problems, and when stopped at a police blockade where police were redirecting 
traffic, he refused their instructions and tried to drive on. The police officer recognised a 
‘psychological’ problem and reported his behaviour to social services. The same police officer 
advised Mrs Edwards that Mr Nikolas needed medical attention. Mrs Edwards was uncertain 
and informed his older son who contacted social services. This resulted in the withdrawal of 
his licence and the confiscation of his car by his older son. His ex-wife was observed to drive 
this vehicle subsequently by Mrs Edwards.
Prompt questions:
Who/what/where is the problem?
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How to define the professional network? How might professional roles be defined under these 
circumstances?
How is leadership shown/to be shown within the professional network, and what might 
collaborative practice look like under these circumstances?
What is the role of the psychologist with respect to Mr Nikolas, his close family members, 
Mrs Edwards and the professional network?
What ethical issues need to be considered?
How is financial abuse to be defined?
The relationship between memory and depression?
The role of life events?
Impact of divorce on grown up children?
The Academic Tutor Team
September, 2008
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Problem Based Learning Reflective Account III
February 2010 
Year III
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The task
The Problem Based Learning (PBL) task was based on the Improving Access to Psychological 
Therapies (lAPT) agenda. Specifically, as a small group of second and third year Trainee 
Clinical Psychologists we were prompted to consider how we would evaluate the outcomes of 
the lAPT program. We were given a number of weeks to work together and prepare a short 
presentation of our ideas around this topic.
The I APT initiative was launched in 2006 as part o f a Labour Party Election campaign with 
the aim of assisting primary care trusts in providing increased evidence based psychological 
treatment for adults of working age experiencing anxiety and depression (DH, 2007). The 
agenda was the result of an economic report by British economist Lord Layard (2004) 
highlighting the economic and social cost of mental health. As a result, a secondary aim of 
the lAPT service was to reduce the number of people claiming incapacity benefits because of 
mental health concerns (Hague, 2008).
In considering as a group how one might evaluate lAPT, we became interested in the 
difference between evaluations from a service user perspective versus an economic 
perspective. In particular we were interested in how these two elements felt like opposing 
extremes and started to question whether what lAPT means to the people who use it and what 
it means financially could ever be on the same ‘team’? We decided to use the television show 
‘The Apprentice’ as a template to present our ideas, and split ourselves into two teams to 
evaluate lAPT from an economic perspective (team ‘Money Matters’) and a service user 
perspective (team ‘People Matter’). In the final presentation, these two teams ‘battled’ against 
one another to show Sir Alan Sugar that their method of evaluation was the ‘best’ and avoid 
being ‘fired’, yet finding that each team was valuable and needed each other to avoid 
elimination. As such we were able to show how these ideas are both important elements in 
the evaluation of lAPT and need to be considered together for a more holistic evaluation of 
the initiative.
Having reflected on my experience of the PBL exercise I have decided to use this reflective 
account to consider two key experiences: 1) The group process and my personal experience of 
working with second year trainees and how this might impact on my future clinical role within
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multi-disciplinary teams; 2) The importance of keeping in mind the service user voice in our 
presentation and how it might impact my future professional practice.
The group process
Our PBL group consisted of 8 trainee clinical psychologists, 2 men and 6 women from a 
variety of ethnic and socioeconomic backgrounds with differing sexual orientations and ages. 
Having been split across year groups the group contained both second and third year trainees. 
As a third year trainee myself, this was the second time I had taken part in a PBL task and 
therefore I recall feeling a sense of security in knowing what to expect from the experience. 
This was in stark comparison to the anxiety I felt in the previous year of approaching a novel 
experience and working with third year trainees, who I viewed as more knowledgeable and 
self-assured as they approached qualification. At the time I recall feeling intimidated by this 
and taking on a passive/student role in relation to the more confident leadership/teacher roles 
that the third years seemed to adopt (Bolton, 2005). As a result my first experience of the 
PBL group was somewhat hierarchical, being split across year groups, and left me feeling 
little responsibility for the development of the group task.
Through my experience of feeling disempowered in the passive/student role, I was keen to 
learn from this and felt motivated to take on more o f a facilitator role in the new group to 
support and enable the second year trainees. This was a role that my third year colleagues 
also appeared to take on. For example, evaluating lAPT was an essay topic that some of the 
third years had recently written and therefore had more knowledge of than the second year 
trainees. Instead of taking this as an opportunity to reduce our own workload, we used it as a 
way to share our experience with the second year trainees and support them in developing 
their own knowledge through emailing useful articles and meeting regularly as a group to 
discuss ideas together. As a result the roles we developed in the group seemed to be based 
less on a teacher/student interaction and more in line with a supervisor/supervisee relationship 
(Hawkins & Shohet, 2006).
This supervisory role is considered core competencies for Clinical Psychologists (BPS, 2006) 
and a skill that it therefore important for my personal and professional learning. In particular, 
the supervisory role is one that I will be taking on in the near future after I qualify. Upon 
reflection, I wonder if taking on a facilitator this role in the PBL group represented a way for 
me to practice supervisory skills in a ‘safe’ environment amongst my peers. In doing so, I
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now feel more confident in taking on similar roles in the professional arena. For example, I 
am currently on a split placement where the main psychologist for one of the teams has been 
on long-term sick leave and I am the only psychologist available to the team. In response to 
this situation I have set up lunchtime ‘consultation clinic’ in which members of the team can 
bring cases to discuss with me. Similarly, I have been involved in co-facilitating a support 
group at a local carers centre and supervising a carer support and development worker, which 
has involved helping her develop her own understanding of psychological models. Reflecting 
on the PBL exercise and my experience of consultation and facilitation roles on placement has 
made me more aware of how important these roles are and represent a significant aspect of my 
future clinical practice, specifically with regards to supervision. At the same time, however, I 
am aware of how easily the power dynamic in such a role can become unbalanced, as in the 
teacher/student dynamic, and I hope to keep this in mind.
Through adopting a supervisor/supervisee group style of relating, I also feel we were able to 
work well as a team and produce a well-organised and creative presentation. If  one were to 
apply Tuckman’s (1965) forming-storming-norming-performing model of group development 
to our group I think that through collaborative form ing  we were also able to also perform  
collaboratively. Indeed the feedback we received from observers was that the group worked 
cohesively together and that tasks and roles appeared to have been shared effectively. This 
collaborative and supportive group approach was very different to my previous PBL 
experience where the hierarchical ‘top-down’ approach resulted in a disjointed and superficial 
presentation.
The experience of being in these different types of PBL groups has been extremely useful for 
my professional learning, specifically with regards to working as part of a multidisciplinary 
team (MDT). Throughout my different placements I have attended regular MDT meetings 
and been able to see these different group dynamics operating in the ‘real world’. 
Unsurprisingly my observations of group productivity and outcome mirrored that of the 
different PBL groups, such that MDT groups that adopt a hierarchical approach have been in 
my experience less productive, with team members often appearing disinterested in the group 
discussion and decision. Given the role of psychologists with in M DT’s, I can appreciate the 
importance of facilitation and collaboration in creating an environment of shared decision­
making where team members feel valued and listened to.
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The service user voice
Throughout the PBL process, our team remained mindful of ensuring that the voice of the 
service user was included. Indeed, our overriding message was that for service evaluation to 
be comprehensive it was essential for the views of service users to be included. I am pleased 
that we were universally keen to promote this message, but at the same time wonder if  there 
was an element of tokenism in our presentation of this idea as a means of ‘ticking boxes’ to 
pass without true consideration of the service user experience.
In recent years there has been an increased recognition of the value of service users and carers 
in the development and planning of mental health services, which has resulted from the 
expansion of the service user movement juxtaposed with changes within the NHS that have 
seen service users redefined as ‘consumers'’ and ‘experts o f  their own experience’ (Felton & 
Stickley, 2004). The value of service user and carer involvement has been an integral part of 
the clinical training, from selection of trainees to clinical teaching and research. I find it 
especially positive therefore that the group had no hesitation in including the service user 
perspective in our presentation, and a credit to the teaching we have received.
Unfortunately, this is not something that is always mirrored on placement. In my current 
advanced competency placement, I am working within an addiction treatment service and 
there are often times when I have felt that consideration of the service user voice has been 
lacking. For example, access to substitute prescribing and choices in medication for clients 
lies solely in the hands of the psychiatrist and there are often discussions amongst the team as 
to whether certain clients are being ‘truthful’ and are deserving of medication. Whilst there 
are obvious safety implications surrounding such medication, I am regularly frustrated as to 
how little time is given to an understanding of service users’ opinions on their own treatment 
in this area.
In my experience it is often the Psychologist within teams that is the strongest advocate for 
the service user voice. For example, on the same placement described above, my supervisor 
runs regular service user groups and conferences as well as supporting me in setting up a 
group for carers. As such, I can see how critical the role o f the Clinical Psychologists can be
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in M DT’s as advocates of the service user voice and in supporting colleagues to maintain a 
philosophy of client-led treatment.
In reflecting on the group experience of promoting the service user voice, however, I wonder 
how much authentic consideration was given to this issue. Indeed, with work that is 
academically assessed I feel there is often a danger that issues become tokenistic in their 
representation and a means of ‘ticking boxes’. I recall one particular moment early in our 
group discussions around when a trainee referred to lAPT service users as ‘them’. I 
commented figures suggesting that one in six people is diagnosed as having depression or 
chronic anxiety disorder, and as a group of 8 this meant that at least one of ‘us’ was likely to 
have experienced, or will experience, depression or anxiety in our lifetime, and that one in 
three of our families were likely to experience mental ill health (Layard, 2004). As such, I 
reflected that we were potential service users or family members of those accessing lAPT, and 
that distinguishing between ‘them’ and ‘us’ was unhelpful. Whilst I feel that this trainee’s 
comments were most likely a ‘slip of the tongue’ as opposed to discriminatory views of 
service users, it reminded me how easily one can slip into the role of ‘professional’ or 
‘expert’.
Final Reflections
Through consideration of PBL task, I have reflected on my role as a psychologist within a 
multidisciplinary team. As I approach the end of my clinical training and start applying for 
jobs, the impact of these reflections on my future professional choices becomes increasingly 
important. I am aware of the value of the supervisory role as well as a vulnerability o f taking 
on the role of ‘expert’. It is through the process of reflecting on our work that I feel we are 
able to monitor these vulnerabilities and it is our position as reflective scientist practitioners 
that I see as so valuable about the role of Clinical Psychologists and something I endeavour to 
maintain in my future clinical practice.
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PPLDG Process Account I Summary
One year ago today, the members o f Case Discussion Group 2 met for the first time. Over the 
course o f the last year we have met on a fortnightly basis. This reflective account is the story 
of the group, the process and the impact this has had on my personal and professional 
learning. The group consisted of two men and six women from a variety of ethnic and 
socioeconomic backgrounds with differing sexual orientations and ages. There was a 
fundamental power imbalance in the group with the presence of a facilitator. This power 
imbalance meant that the members o f the group adopted character roles, with the experienced 
facilitator taking on the role of ‘teacher’ and the highly anxious trainees becoming passive 
‘students’. The structure of the group was a systemic one, with each of us taking it in turns to 
present cases and then sit outside the group whilst they discussed the case. Initially I think the 
group struggled with this approach, but as we developed as a group and gained confidence we 
were able to use the structure productively. This relates to the forming-storming-norming- 
performing model (Tuckman, 1965). The case discussion group has had an impact on both my 
personal and professional learning over the past year. I have developed confidence in 
presenting cases, been encouraged to think in new and diverse ways, and my experience 
within this group has made me think about my role in a group I have been facilitating on an 
in-patient ward.
Word Count: 247
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PPLDG Process Account II Summary
The process of writing a reflective account of my experiences within the PPLDG reminds me 
of what an integral role the group has played in my learning. I am conscious that this is the 
second year that the group has met together and therefore the second time that I have 
embarked on the task of writing a process account. In reflecting upon my experience within 
the group this year, it is interesting to look at the different group processes that have taken 
place as the group has developed over the course of this academic year. One key change that 
has occurred is that the group’s name has changed from Case Discussion Group to Personal 
and Professional Learning Development Group. With this change in designation has come an 
associated change in the identity of the group and meant that the content evolved from being 
purely a space to discuss clinical cases to other topics of professional development. In 
addition the presence of anew  facilitator has influenced both the structure of the group as well 
as bringing a new therapeutic model to the structure of the group. It is of interest that the 
increased diversity of topics discussed meant that the group moved away from case 
discussions completely and I feel this was a disadvantage to the group. It seems that in the 
process of the collaborative approach we became focused on group process and our roles as 
psychologists and in doing so we lost our focus on the client.
Word Count: 249
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Core Placements Overview
Adult Mental Health, Child & Adolescent, Learning Disabilities, and Older Adults
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Title Adult Mental Health Core Placement
Date October 2007 -  September 2008
Setting Community Mental Health Team (CMHT)
This placement was primarily based in a CMHT where I provided both individual sessions 
and inpatient group work. In addition, I spent time working within a primary care service as 
well as working with a local service user and carer group.
At the CMHT I worked as part of a multi-disciplinary team, regularly assessing and working 
with people who presented with a variety of difficulties, ranging from low mood and anxiety 
to psychosis and diagnoses of personality disorders. I also carried out a number of 
psychometric assessments using a variety of measures, including the Wechsler Adult 
Intelligence Scale -  Third Edition (WAIS-III) and the Wechsler Test of Adult Reading 
(WTAR). I primarily worked within a cognitive-behavioural model, basing my formulations 
and interventions upon this approach. However, I also included ideas from Narrative and 
Systemic approaches.
As part of my work on an acute in-patient ward, I co-facilitated a Positive Psychology and 
Recovery group as well as providing direct interventions with ward patients and consultation 
to ward staff. In addition, as part of my Service Related Research Project I carried out a 
service evaluation of the Positive Psychology and Recovery group.
Working with a local service user and carer group, I assisted in developing and running a 
‘service users, carers, and professionals’ one-day conference, during which I presented with 
another Trainee Clinical Psychologist on my experiences of working with service users during 
training. I also worked with a deaf service user who presented at the conference, supporting 
him with presentation skills and managing anxiety. This required working and liaising with a 
BSL interpreter.
My work within a primary care service involved observing another Clinical Psychologist 
carry out brief assessment and intervention with a number of clients with low-level anxiety 
and depression, using a cognitive-behavioural approach.
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Title Child and Adolescent Core Placement
Date October 2008 -  March 2009
Setting Child and Adolescent Mental Health Team (CAMHS), Youth Offending
Team (YOT)
This placement was split between a CAMHS service and a local Youth Offending Team 
(YOT). Within the CAMHS I worked with children and adolescents between the ages of four 
and 14 years old and their families, presenting with a range of difficulties, including low 
mood, anxiety, specific phobias, OCD, and anger and behavioural difficulties. During this six- 
month placement I was able to develop my skills using CBT and Narrative approaches, as 
well as expand my knowledge of Systemic approaches to working with children involved in 
complex family and professional networks. I was also able to do some work using Sports 
Visualisation Techniques with a young boy experiencing sports related anxiety. In addition to 
assessment and intervention with young people and their families, my work also involved 
carrying out school observations, systemic information gathering, taking in-depth
developmental histories, and attending child protection case conference meetings. I also
carried out regular psychometric assessments as part of a multidisciplinary Complex 
Communication Disorders Clinic. As part o f the placement I received training in child 
protection as well as attending fortnightly seminars on topics such as parenting and engaging 
adolescents. I also attended and presented at a fortnightly psychology Professional Meetings, 
which covered topics such as executive functioning, working with trauma, and formal case 
discussions. Finally, I was involved in developing and co-facilitating a half-day training event 
around self-harm in children and adolescents for head teachers within an inner London 
Borough.
Working at the YOT provided an opportunity to carry out assessments and interventions with 
young offenders between the ages of 10 and 18 years old. This often involved providing brief 
one-off interventions as part of a multidisciplinary assessment, as well as longer intervention 
work around a range o f difficulties including offending behaviour, relationship difficulties, 
and familial problems. Given the context o f the placement, I regularly had to carry out 
comprehensive risk assessments, including extended risk assessment with child sex offenders. 
I was also able to provide consultation to youth officers within the multi-agency team to assist 
them in their work with young people.
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Title People with Learning Disabilities Core Placement
Date April 2009 -  September 2009
Setting Joint Community Learning Disabilities Team (JCLDT)
This placement was based at a JCLDT where I worked with adults with learning disabilities as 
well as people with different levels of adaptive and social functioning, including those on the 
autistic spectrum. I worked within a Psychology service to provide CBT, Motivational 
Interviewing, and Systemic support for adults with a range of difficulties including 
bereavement, sexual offending, and anxiety as well as organic impairments, such as 
dementia(s) and brain tumours. I also worked as part of a specialist ‘Challenging Behaviour’ 
team within the Psychology service to provide Positive Behavioural Support to adults with 
challenging behaviour, including self-harm. I regularly liaised and consulted with multi­
agency professionals, including educational support workers and care home staff, often 
presenting psychological formulations to assist them with their work with the adults they 
supported. I was also involved in carrying out psychometric assessment of adults as part of 
their referral to Learning Disability services.
As part o f my work within the Psychology service I carried out an audit looking at the practice 
of a challenging behaviour workgroup in relation to the standards outlined in “Challenging 
Behaviour: A Unified Approach” report (Royal College of Psychiatrists, British
Psychological Society and Royal College of Speech and Language Therapists, 2007).
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Title Older Adults Core Placement
Date April 2010 -  September 2010
Setting Older Adults Community Mental Health Team (CMHT), Older Adults
Outpatient Rehabilitation Unit
This placement is currently ongoing. As such, a recording of the experiences gained on this 
placement will be completed in September 2010, as per guidelines in the PsychD Clinical 
Psychology (Course 36) Course Handbook & Programme Regulations 2007 -  2008.
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Advanced Competences Placement Overview
Addiction
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Title Advanced Competencies Placement: Addiction
Date April 2010 -  September 2010
Setting Addiction Treatment Centre (ATC), Community Drug Team (CDT)
This placement was split between an outpatient Addiction Treatment Centre and a 
Community Drug Team, both o f which provided pharmacological and psychosocial treatment 
intervention for those with substance misuse and dual diagnosis (Addiction and Mental Health 
difficulties).
This placement involved working with adults aged 16-years-old and over who were dependent 
on a variety of different substances, both licit, such as alcohol and prescription medications, 
and illicit, such as heroin and crack-cocaine. I worked within a Psychodynamic framework to 
provide longer-term support around psychological issues including anxiety, depression, and 
history of abuse or trauma. I was also able to incorporate cognitive and behavioural 
approaches to help service users reduce their substance use, or with relapse prevention.
As a psychologist within two multi-disciplinary teams I often took a leadership role, setting up 
a lunch time consultation clinic and psychological resource tools for the CDT as well as 
regularly presenting psychoanalytic formulations and concepts within weekly team meetings 
at the ATC, to help the team think psychologically about the clients they supported.
In addition to my direct work with clients, I also developed, co-facilitated, and evaluated a 6- 
week support group for Carers of those with addiction and mental health difficulties with a 
local Carer Service. I also regularly attended 12-step fellowship groups, such as Alcoholics 
Anonymous and A1 Anon, and was involved in developing a number of community resource 
tools around accessing these groups.
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CLINICAL CASE REPORT SUMMARIES AND OF ORAL 
PRESENTATION OF CLINICAL ACTIVITY SUMMARY
90
Adult Mental Health Case Report I Summary
Working with a woman with a diagnosis of paranoid schizophrenia with elements of 
social phobia within a broad CBT framework.
This case report describes my work with Danielle, a 39 year-old White British woman with a 
diagnosis of paranoid schizophrenia and social phobia. Danielle had been under the care of 
her local Community Mental Health Team (CMHT) since 1997 and had a number of previous 
admissions to hospital relating to distressing psychosis in the past. Danielle was referred to 
the Psychology service for support around social anxiety as well as the distress associated 
with her psychotic symptoms.
The report summarizes the assessment process, including detailed risk assessment as Danielle 
has a history of self-harm behaviour and substance misuse. It also outlines the development 
of a cognitive-behavioural formulation of Danielle’s difficulties, such as extreme fear of 
evaluation and scrutiny from others, behavioural avoidance of social situations, and emotional 
avoidance through substance use (Beck, 1995). Finally a summary of the work that Danielle 
and 1 carried out of 13 sessions is provided; including graded exposure and role-plays around 
social situations (Hawton et al., 1996).
Within the case report, particular attention is paid to the development of the therapeutic 
relationship, and the importance of the therapeutic relationship when working within a CBT 
framework with those experiencing distressing psychosis Chadwick (2006). The impact of 
Danielle’s social phobia and the potential fear negative evaluation within the therapeutic 
relationship is also addressed (Andrews et al., 1994).
Word Count: 220
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Adult Mental Health Case Report II Summary
Brief Cognitive Behaviour Therapy (CBT) with a 20-year-old Woman Presenting with 
First Onset Depression.
This report describes Alice, a 20-year-old White British woman with a diagnosis of first onset 
depression. Alice was referred to the Community Mental Health Team (CMHT) by her GP 
following an admission to A&E for low-mood and suicidal thoughts. Alice presented with low 
mood, feelings of self-guilt, lethargy and difficulty sleeping with early morning wakening 
between 3:00 and 4:00 am. She described reduced appetite and weight loss as well as suicidal 
ideation and history of self-harm. Initial investigations included the Beck Depression 
Inventory II (BDIII: Beck et al, 1996) and the Beck Anxiety Inventory (BAI: Beck & Steer, 
1993), which Alice scored in the moderate-severe range for both (BDI 11=22/63, BAI= 21/63, 
see appendix IV).
Through assessment, Alice and I identified that her symptoms of depression appeared to have 
been triggered by specific incidents where Alice had experienced a failure in an exam at 
University as well as difficulties in her relationship with her boyfriend. Alice and I worked 
collaboratively using a model of low-self esteem (Fennell, 1999) to develop a better 
understanding of the possible causes of her depression. Over the course of 5 weeks we carried 
out some brief CBT interventions, specifically focused on thought challenging.
At the end of therapy, Alice reported feeling much better; she described sleeping well, having 
a healthy appetite, and no suicidal ideation. These improvements were reflected in her BDI- 
III and BAI scores for which she scored within ‘normal’ range (BDI-III= 6/63, BAI= 3/63).
Word Count: 242
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Child and Adolescent Case Report Summary
Psychometric assessment of an 8-year old boy with Literacy difficulties.
Jake was referred to the Child & Adolescent Mental Health Service (CAMHS) by his GP 
following concerns about his conduct in school and at home. Jake’s behaviour at school had 
been very disruptive and was preventing him from engaging with the curriculum. Specifically 
teachers reported that Jake was rarely able to complete class exercises and would get easily 
angry and frustrated. Jake had been assessed by speech and language and occupational 
therapists in the past, who had suggested that he may have a specific literacy difficulty 
(dyslexia), although this had never been formally diagnosed.
As part o f the multi-disciplinary team supporting Jake, my responsibility was to perform a 
cognitive assessment in order to further investigate Jake’s literacy difficulties and feedback 
the results to him, his family, and the Special Education Needs Officer (SENCO) at Jake’s 
school. This case report summarises the assessments that were selected, and the rational for 
doing so.
Jake was assessed using the Wechsler Intelligence Scale for Children — Fourth UK Edition 
(WISC-IV UK) (Weschler, 2004), in order to assess his overall cognitive abilities; the 
Wechsler Individual Achievement Test — Second UK Edition (WIAT-II UK) (Weschler, 
2005), in order to enable a comparison between Jake’s general cognitive skills and his literacy 
skills; and the Beck Youth Inventories (Beck et a l,  2001), in order to assess psychological 
wellbeing. Jake’s literacy skills were significantly lower than expected based on his general 
cognitive abilities, supporting a hypothesis that Jake was likely to have a specific learning 
difficulty with literacy, or dyslexia.
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People with Learning Disabilities Oral Presentation of Clinical Activity Summary
Cognitive Behavioural Therapy (CBT) with a 20-year-old man with a diagnosis of Mild 
Learning Disability and Autistic Spectrum Disorder presenting with low-mood, self- 
harm, and threats to run away.
This presentation describes my work with Paul, a 20-year-old White British man with a 
diagnosis of Mild Learning Disability and Autistic Spectrum Disorder living in a supported 
living placement. Paul was referred to his local Community Learning Disabilities Team 
(CLDT) by his GP following concerns from care staff at Paul’s home around low-mood, self- 
harm, and threats to run away.
Paul was assessed over 4 sessions using a CBT placement protocol developed in 2004 (Kroese 
et a l , 1997; Stallard, 2002) in which I assessed Paul’s understanding of emotions, 
accessibility of automatic thoughts, and relationships between thoughts feelings and 
behaviours. In the final assessment session Paul and I developed a joint formulation and set 
therapeutic goals together. Paul and I then worked collaboratively within a time-limited (5 
sessions) CBT framework. Four main intervention areas were addressed:
1. Relaxation techniques
2. Role play around practicing eye-contact
3. Balanced thinking
4. Role play talking to others
In each therapy session Paul and I also revisited the formulation in order to ensure Paul’s 
understanding of the rationale behind our work together.
During my work with Paul I met with both care staff and his mother, and (with Paul’s 
permission) fed back the formulation I had developed with Paul. This allowed those in the 
systems around Paul to have a greater understanding of his difficulties and how best to 
support him in the future. Part of the presentation of clinical activity included a video clip of 
Paul and I feeding back his formulation to a member of his care staff and describing the work
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we had carried out together. I chose this clip in order to exemplify the collaborative nature of 
my work with Paul.
In addition, I also presented a visual summary o f my work with Paul, in the form of a 
psychological resource tool I developed for Paul and those who supported him. This book 
used words and pictures to summarise the assessment process, the formulation, and the 
intervention process, using resource tools Paul and I had used in each session. It also provided 
a relapse prevention plan for Paul and care staff to use, should Paul experience low-mood in 
the future. This was given to Paul, care staff, and Paul’s mother at the end of therapy.
In the presentation I reflected issues of difference and diversity in my work with Paul. In 
particular I discussed power imbalances that exist within the therapeutic relationship, 
specifically with regards to the social communication difficulties Paul experienced in relation 
to my own communication skills in my development as a Clinical Psychologist.
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Addiction Advanced Competencies Case Report Summary
Psychodynamic work with a 44 year-old woman with polysubstance misuse, domestic 
difficulties, and symptoms of depression and anxiety.
This case report explores psychodynamic approaches to the treatment of substance misuse. In 
particular I focus on theories of attachment (Bowlby, 1979) and ‘self-defeating processes’ 
(Weegmann, 2002) as providing theoretic rational for my work with Anna, a 44 year-old 
White-British woman who was referred to her local Community Drug Team (CDT) for 
support around chaotic polysubstance misuse, (Heroin, Cannabis, Crack Cocaine, and 
Benzodiazepines), psychosocial difficulties, and ongoing symptoms of anxiety and 
depression.
Through exploration of Anna’s dominant and recurring object relations, including a difficult 
and abusive childhood and current relationship difficulties with her husband, Anna and I were 
able to address her difficulties within a psychodynamic framework. Anna appeared to use 
alcohol and drugs as a means of coping with distressing experiences as well as a way of acting 
out against people she felt judged by. An ongoing aspect o f treatment was to help Anna make 
sense of her current situation, as well as providing her with support around remaining stable 
on methadone without resorting to illicit drugs.
In this case report, I describe in detail my work with Anna. I focus on aspects of the 
therapeutic relationship as a space for Anna to safely explore maladaptive patterns of relating. 
Despite our plan to work together for a longer period of time. Arma chose to end therapy 
prematurely after 3 months. This is discussed within the context of the therapeutic relationship 
as well as in relation to Anna’s possible Internal Working Model of relationships (Reading, 
2002).
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Research Log
1 Formulating and testing hypotheses and research questions /
2 Carrying out a structured literature search using information technology and 
literature search tools
/
3 Critically reviewing relevant literature and evaluating research methods /
4 Formulating specific research questions /
5 Writing brief research proposals /
6 Writing detailed research proposals/protocols /
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
/
8 Obtaining approval from a research ethics committee /
9 Obtaining appropriate supervision for research /
10 Obtaining appropriate collaboration for research /
11 Collecting data from research participants /
12 Choosing appropriate design for research questions /
13 Writing patient information and consent forms /
14 Devising and administering questionnaires /
15 Negotiating access to study participants in applied NHS settings /
16 Setting up a data file /
17 Conducting statistical analyses /
18 Choosing appropriate statistical analyses /
19 Preparing quantitative data for analysis /
20 Choosing appropriate quantitative data analysis /
21 Summarising results in figures and tables /
22 Conducting semi-structured interviews /
23 Transcribing and analysing interview data using qualitative methods /
24 Choosing appropriate qualitative analyses /
25 Interpreting results from quantitative and qualitative data analysis /
26 Presenting research findings in a variety of contexts /
27 Producing a written report on a research project /
28 Defending own research decisions and analyses /
29 Submitting research reports for publication in peer-reviewed journals or edited /
30 Applying research findings to clinical practice /
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The reported training experiences of a group of male clinical psychology trainees and 
their perceived experiences of being on a female majority course.
Qualitative Research Project Abstract
May 2008
Year I
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Abstract of Qualitative Research Project
Within the field of psychology females traditionally outnumber males, both undergraduate 
and post-graduate level. In addition, research suggests that female students on these courses 
outperform their male minority peers. This suggests there is a need to explore how male 
psychology students experience being a minority gender. This study looked specifically at the 
experiences of male clinical psychology trainees doing a doctoral level course and their 
perceived experiences of being on a female majority course. Five male clinical psychology 
trainees at the University of Surrey were interviewed and an IPA approach was adopted as a 
framework for the study. Analysis identified three super-ordinate themes. Male trainees 
identified both advantages and disadvantages of being a male minority; however it was felt 
that the most pertinent theme to emerge was the questioning o f  minority gender status as an 
influential factor. The implications o f these finding are discussed within the context of 
enhancing understanding of male trainees experiences within a female majority course.
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Service Related Research Project
Evaluation of a ‘positive psychology and recovery group’ on an acute in-patient ward in
a London Hospital.
July 2007
Year I
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Abstract
Context: In recent years there has been a refocus within the field of psychology to examine 
what makes people happy, as opposed to what makes people unwell. The factors that are 
important for happiness are also important in the recovery from mental illness. These 
included the need for relationships, meaningful activity and optimistic thinking (Repper & 
Perkins, 2003). Theses themes were applied to the psychology group on an inpatient ward. 
Objectives: To evaluate a positive psychology group on an acute psychiatric inpatient ward 
and produce recommendations for improving the quality o f care given to service users. 
Design: The evaluation used a non-experimental design. Participants: 14 participants aged 
between 20 and 65 years (mean = 42; SD=12.88). Eight participants were female and six 
were male. All participants were inpatients on the ward. Outcome Measures: Outcome was 
measured using a Group Evaluation Questionnaire based on Fell and Sams (2004), which 
incorporated open-ended and closed questions. Results: Descriptive frequencies suggest that 
participants found the group useful. Feedback from open-ended questions suggested that 
participants felt the group provided them with psychological information, encouraged them to 
think in a more altruistic and optimistic way, and provided them with a space to express 
themselves openly. Participants felt that future groups could benefit from having more 
participants and also separated into different levels for patients who are at different stages in 
their recovery. Conclusion: This evaluation suggests that the group is useful to patients and 
suggests ways in which it could be further developed and evaluated.
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Introduction
Positive psychology is the “scientific study o f  positive experiences and positive individual 
traits, and the institutions that facilitate their developm ent (Duckworth et al., 2005, p. 630). 
Introduced by Martin Seligman in the late 1990’s, Positive Psychology developed in an 
attempt to encourage psychologists to focus on what keeps people well, as opposed to what 
makes them unwell. Positive psychology can be delineated into three domains: the pleasant 
life, which involves positive emotions about past, present, and future; the Good life, which 
refers to leading a life around ones personal strengths; and the meaningful life, which refers to 
belonging and contributing to something larger than oneself (Duckworth et al., 2005). The 
importance of these three areas in overall wellbeing comes from research showing that people 
who are clinically depressed experience significantly fewer positive emotions, less 
engagement, and less meaning in their lives (Seligman et a l,  2006).
The principles of positive psychology have been applied in a number of areas. Within the 
treatment setting Positive Psychotherapy appears to be successful in treating depression when 
delivered to both at individual and group level (Seligman et a l,  2006). In addition there is 
been a great deal o f research showing the benefits of positive psychology exercises reducing 
symptoms of depression and improving psychological well-being (Emmonds & McCullough, 
2003; Lyubomirsky et a l ,  2005; Seligman et a l,  2006).
A number o f factors that are important for happiness also appear to be important to recovery. 
These included the need for relationships, meaningful activity and optimistic thinking. Within 
the Recovery Approach to mental health there has been a shift away from simply focusing on 
symptoms and deficits to understanding people as a whole so as to facilitate hope-inspiring, 
meaningful relationships and activities, autonomy, and optimism (Repper and Perkins, 2003). 
In doing so, the approach aims to enable people with mental health problems to “maintain or 
rebuild valuable and satisfying lives within and beyond the limits imposed by their 
difficulties” (Repper and Perkins, 2003, p. 219).
The emerging empirical success of positive psychology and the recovery approach provided 
the inspiration for the development of a psychology group on an inpatient ward at a London 
psychiatric hospital. There have been a number of inpatient groups run on the ward in the
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past, which have been based on psychological principles, however, this was the first time that 
one had focused on positive psychology and recovery. Conducting in-patient group therapy is 
potentially challenging given that there is often rapid turnover of patients and the fact that the 
average in-patient stay has shortened combined with the need to find cost-effective, brief 
therapies (Yalom, 1985; Fell & Sams, 2004). One way of approaching this difficulty, and the 
method employed in the current evaluation, has been the development of short-term, stand­
alone groups that are designed to fit with ward culture (Fell and Sams, 2004).
Setting and group content
The group evaluation took place on a mixed acute psychiatric admissions ward o f a London 
hospital. The ward provides mental health care to up to 24 clients between the ages of 16 and 
75 years with a variety of conditions including depression, schizophrenia, and first 
presentation psychosis. The ward is a locked secure ward with a mixture of patients who have 
been legally detained and those who are there voluntarily.
The group was open to all patients on the ward, at varying levels of recovery with the aim of 
the group to encourage individuals to use self-management ideas in both;
a) Doing things that will improve their emotional well-being, and
b) Considering the obstacles to emotional well-being.
Three main topics were discussed; Relationships, Meaningful activity, and Optimistic 
thinking. Each of these topics was covered in one stand-alone group, which took place over a 
monthly rotation with a one-week break in between each rotation. The groups were run by a 
Clinical Psychologist from the associated Community Mental Health Team, a Trainee Clinical 
Psychologist from the same team (who also carried out the group evaluation), and a Student 
Psychiatric Nurse from the ward. At the end of each group, a positive psychology exercise 
that was relevant to the particular topic discussed was introduced. These exercises were taken 
from Seligman et aPs (2006) group psychotherapy exercises and included the following:
1. Gratitude Visit
2. Biography
3. Three Good Things/Blessings
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For a more detailed description of these exercises see Appendix A.
Objectives
1. To evaluate the three stand-alone positive psychology groups on the acute 
psychiatric inpatient ward of a London hospital.
2. To produce recommendations for improving the quality of care given to service 
users.
Method
Design
The study used a non-experimental design.
Participants
A  total of 20 patients attended the groups over a 12-week period, with most patients attending 
for one or two groups only. 14 participants (70%) took part in the evaluation. Participants 
were aged between 20 and 65 years (mean=42; SD=12.88). Eight participants were female 
and six were male. The age, gender, ethnicity, and diagnoses demographics o f all 
participants are presented in Table 1 (see Appendix B).
Measures
Evaluation forms (see Appendix C) were based on a previous inpatient group evaluation used 
by Fell and Sams (2004). The evaluation asked participants to rate how helpful they found the 
group and how they felt after the group on a 10-point Likert scale. In addition there were 
three open ended questions which asked participants to talk about what they found helpful 
about the group, anything that they would like to change about the group, and if  there was 
anything they had resolved to do as a result of taking part in the group.
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Given the potential for variety in literacy levels for those taking part in the study, all questions 
were read aloud to participants and their answers were transcribed on their behalf. All 
responses were read back to participant in order to ensure accurate responding.
Procedure
The group took place at a regular time every week, with each group lasting one hour. The 
group was available to all patients on a voluntary basis, however, some patients were 
excluded if  ward staff felt they would be too disruptive. All groups followed an open 
structure, whereby patients could attend the group for as long as they wished or leave and 
return to the group later if  they felt unable to attend for the full hour. The structure of each 
group was based on a basic plan, however given the open nature of the groups this was not 
rigidly enforced and was used mostly as a broad guide (see Appendix D). At the end of each 
group, facilitators fed back to the ward staff about the content of the group and about each 
patient’s participation in the group. This information was also entered onto patients’ online 
files to ensure that all professionals involved in a patients care were made aware of their 
participation.
All patients who attended the group were given information about the group evaluation. For 
those who wished to take part, an appointment time was made to complete the evaluation 
form on a one-to-one basis at a time that was convenient to the patient. This appointment was 
made with the trainee clinical psychologist who acted as both a facilitator and researcher. In 
most cases this evaluation was done immediately after the group had taken place, however 
this was not always possible. For the purpose of standardisation, therefore, all evaluations 
were completed within 48 hours of taking part in the group. Given that the length o f inpatient 
stay amongst participant varied, this meant that whilst some participants would be able to 
attend multiple groups others would only be able to attend one group. Therefore, in order to 
both standardise and maximise data, any patients who attended multiple groups were only 
able to evaluate the first group they attended.
Participants were given information about the purpose of the evaluation and oral consent was 
obtained. All participants were informed that they could withdraw from the evaluation at any 
point. Evaluation forms were anonymised and stored in a secure location.
113
Data Analysis
Descriptive data analysis was carried out on all group evaluations. Frequency counts were 
used to analyse the closed questions and content analysis was used to analysis the open-ended 
questions. Given the small number o f participants who took part in this evaluation, it was not 
possible to carry out statistical analysis of the data. The particular group that each participant 
took part in was recorded; therefore it was possible to do individual descriptive analysis of the 
frequency counts for each group. However, given the limited nature of the feedback gathered 
from the open-ended questions it was not possible to carry out individual content analysis for 
each group and this was done for the overall group feedback.
Results
Table 2. shows the grouped frequencies and percentages for all group evaluations. It was 
decided to group the frequencies for ease of evaluation, whereby 1-4 was interpreted as a 
negative response, 5-7 was interpreted as a neutral response, and 8-10 was interpreted as a 
positive response (for a breakdown of ungrouped frequencies see Appendix E). The grouped 
frequencies for individual groups are presented in Table 3. and grouped frequencies by gender 
are presented in Table 4.
Table 2. Grouped frequencies and percentages for all group evaluations
Question / Statem ent 1 - 4 5-7 8 - 1 0
How helpful did you find the group? 0(0% ) 5 (35.7%) 9 (64.3%)
How did you feel after the group? 1 (7.1%) 7 (50%) 6 (42.9%)
Key to ratings:
1-4 = Negative; 5-7 = Neutral; 8-10 = Positive
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Table 3. G rouped frequencies and percentages for individual group evaluations and 
num ber of participants who evaluated each group
Group Question / Statem ent 1 - 4 5-7 8 - 1 0
‘Relationships’
(n=3)
How helpful did you find 
the group?
0 (0%) 1 (33.33%) 2 (66.67%)
How did you feel after the 
group?
0 (0%) 0(0% ) 3 (100%)
Meaningful Activity 
(n=4)
How helpful did you find 
the group?
0(0% ) 1 (25%) 3 (75%)
How did you feel after the 
group?
0 (0%) 3 (75%) 1 (25%)
Optimistic Thinking 
(n=7)
How helpful did you find 
the group?
0(0% ) 3 (42.86%) 4(57.14% )
How did you feel after the 
group?
1
(14.29%)
4 (57.14%) 2 (28.57%)
Table 4. Grouped frequencies and percentages for all group evaluations bv gender
Gender Question / Statem ent 1 - 4 5-7 8 - 1 0
Female (n=8) How helpful did you find 
the group?
0(0% ) 3 (37.5%) 5 (62.5%)
How did you feel after the 
group?
1 (12.5%) 4 (50%) 3 (37.5%)
Male (n=6) How helpful did you find 
the group?
0(0% ) 2 (33.3%) 4 (66.7%)
How did you feel after the 
group?
0(0% ) 3 (50%) 3 (50%)
Key to ratings:
1-4 = Negative; 5-7 = Neutral; 8-10 = Positive
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Responses to the open-ended questions were coded into categories and themes. Four main 
themes were identified as ‘Altruism,’ Optimism’, ‘Group Process’, and ‘Recommendations 
for future groups’. These are presented together with their respective categories and examples 
in Table 5.
Table 5. Main themes and categories identified through Content Analvsis (Numbers of 
participants who commented on each categorv in parentheses).
Themes Categories Participant Examples
A ltruism Helping others (3) “Made me motivated to help 
other people” (Participant 9) 
“Visit here once or twice a 
week and help people ” 
(Participant 10)
“To bring my clarinet to the 
ward and teach patients to 
play a few  notes because i t ’s 
something they would not 
think o f  doing ” (Participant 
8)
Optimism Optimistic thinking (5) “I  have decided to think o f  
three positive things 
everyday” (Participant 11)
“Try to be more optimistic in 
my thoughts ” (Participant 5)
“I  came in here being in a 
bad mood, but left feeling so 
much better and good” 
(Participant 1)
Refocus to positive thinking
(3)
“Made me realise that no 
one else had talked about 
happiness before. They had 
all talked about depression 
and drugs ” (Participant 8)
“A refocus” (Participant 2)
“Talking positively ” 
(Participant 4)
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Group process Ability to discuss/express
(5)
“Talking and being part o f  a 
group ” (Participant 9)
“Being able to discuss 
everything openly” 
(Participant 11)
“Being able to express 
myself” (Participant 4)
“Positive feedback from  the 
facilitators ” (Participant 7)
Learning (4) “It was good learning about 
psychology” (Participant 13)
“When I  move home I  will 
still think about the things 
that I  have learnt” 
(Participant 13)
“Insight into how we can 
help ourselves ” (Participant
5)
Recom mendations for 
future groups
Bigger groups (5) “Could be bigger -  more 
people’s input would be 
useful” (Participant 4)
“To have more people 
attend” (Participant 8)
Different levels (2) Different levels fo r  different 
peoples wellness ” 
(Participant 9)
“Groups fo r  different levels 
o f  well so others don’t 
disrupt i t” (Participant 14)
Discussion
The results of this study suggest that participants found the group useful, reporting more 
positive than neutral feedback and no participants reporting negative feedback. This appeared 
to be constant when split by group and by gender. Frequency data also suggest that 
participants reported more neutral and positive feelings after the group, than negative ones. It
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is not possible to conclude that this was the result of taking part in the group, however, as no 
baseline measures were taken before the group.
The primary themes that emerged from content analysis suggest that participants reported 
feelings of altruism, optimism, and felt that they had leamt something as a result of taking part 
in the group. Interestingly, this would appear to relate to Yalom’s (1985) therapeutic factors, 
inherent to group therapy, of ‘altruism’, ‘instillation of hope’, ‘cohesiveness’, and ‘imparting 
of information’. This is of particular significance given that altruism, cohesiveness, and 
instillation of hope are three of the most highly ranked factors as being important for in­
patient groups (Yalom, 1985). Whilst it is likely that the group’s content encouraged the 
emergence of some of these themes, it does suggest that the group fits in with therapeutic 
factors that patients identify as being important and helpful in group therapy (Yalom, 1973; 
1985). In accordance with Yalom’s (1985) findings, ‘universality’, the notion that patients 
become aware that other people experience similar problems to their own, is also reported as 
being important therapeutic factor for inpatient groups; however, this theme did not emerge in 
the current analysis. It is possible that this was due to the limited number of participants who 
participated in the study and that further analysis may have revealed this as a theme.
In terms of areas where participants felt the group could improve, two categories emerged. 
Participants felt that it would be beneficial to have bigger groups. Another recommendation 
was that the group may benefit from being from being separated into ‘higher’ and ‘lower-level 
functioning’ groups. Given that patients on the ward vary from those who have recently been 
admitted to those ready for discharge, future groups may benefit from using a level approach 
in order to make the group less disruptive for the higher functioning patients, and more 
supportive for the lower-functioning and more psychotic patients (Yalom, 1985).
Limitations
There are a number of limitations with this study that must be addressed. Primarily, the 
evaluation does not take into account the feedback of all group members as not all participants 
completed the group evaluation. Inclusion of these participants’ feedback may have provided 
further information about the experience o f taking part in the group. In addition, the fact that 
the group evaluation was carried out by one of the group facilitators may have lead to a
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positive bias in the results if participants felt unable to provide negative as well as positive 
feedback. Whilst every attempt was made to prevent this from happening, future research 
may benefit from using a more anonymous evaluation process.
The way that data was gathered may have also caused limitations. The evaluation form used 
in this study was developed specifically for this group and was therefore not measured for 
reliability and validity. It was also limited in the fact that the closed questions were based on 
two single-item scales, which allowed limited assessment of participants’ experiences. Whilst 
the open-ended questions allowed for a more detailed insight, these questions were also 
limited and could be developed in future research to better capture the full experience of 
patients taking part in the group.
In addition, the fact that most evaluation forms were completed immediately after taking part 
in the group means that there was limited time for participants to reflect on their experience. 
For the purposes of standardisation, evaluation forms were taken from the first group that 
subjects attended. As this often coincided with the beginning of a participants’ admittance 
onto the ward, this meant that the evaluation forms were completed when participants were 
more unwell. Whilst, this is beneficial, in that it allows us to gather an immediate evaluation 
and speculate that people found the group beneficial even when they were more unwell, it 
may also mean that were are limiting the feedback we gathered, and in turn what we are 
actually able to evaluate in a single group. Future research may benefit from getting 
retrospective feedback, such as a focus group, in order to get further insight into how patients 
experienced the group.
Recommendations
Based on these findings it is possible to make a number of recommendations;
1. To continue providing psychology groups on the ward
2. To explore techniques that may encourage greater participation in these groups
3. To develop groups based on a ‘level approach’
4. To further evaluate the group, using more participants to investigate whether 
universality emerges as a significant theme
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5. To develop a group evaluation questionnaire that is measured for validity and 
reliability
6. To use baseline measures prior to group participation in order to establish if the group 
has an impact on how patients feel
7. To explore using focus groups to gather retrospective feedback about participants 
experiences.
Feedback to the service
Feedback about the group evaluation was carried out in a number of ways. The evaluation 
was presented to the ward staff on 9^ July 2008 (see Appendix F for email confirmation of 
this). A written copy of the evaluation was also made available to ward staff and patients, and 
was given to any participants who had requested feedback about the evaluation. The results 
of the evaluation will also be presented to the CMHT associated with the inpatient ward on 
3V^ July 2008. A shortened version of this evaluation is also currently being written up for a 
local service users group and trust-wide newsletter.
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Appendix A 
Summary of positive psychology exercises
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Positive Thinking Exercises
The following exercises were taken from Seligman et a l /s  (2006, p. 776) group 
psychotherapy exercises;
1. Gratitude Visit: Used for the ‘Relationships’ group, this task involves thinking o f a 
person to whom you are very grateful, but you have never properly thanked. Compose a letter 
to that person describing your gratitude and read the letter to that person, either by phone or in 
person.
2.Biography: Used for the ‘Meaningful activity’ group, this task was adapted from the 
original ‘Obituary’ task in which you are asked to image what you would want written in your 
obituary if  you had passed away, and to write a 1-2 page essay summarising what you would 
like to be remembered for most. This task was adapted to a ‘Biography’ task in which you had 
to imagine that you are throwing a party in 5 years, after 5 fruitful and satisfying years. 
People who have been instrumental in your health give a speech about you, how you have 
influenced them, and what you have meant to them. Write a paragraph summarising what you 
would like to be remembered for and what you would like them to say.
3. Three Good Things/ Blessings: Used within the Optimistic thinking group, this task 
involves taking time each evening to write down three good things that have happened to you 
during the day and why you think they happened.
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Appendix B 
Participant demographics
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Table 1. A summary of participant’s demographics
Participant Gender Age Ethnicity Diagnosis
1 Female 27 Mixed - White & Asian Bipolar affective disorder
2 Male 40 White-British Depression and alcohol 
dependence
3 Male 51 White-British Depression
4 Male 26 White-British Drug induced psychosis 
with bipolar affective 
disorder
5 Female 63 White-British Schizoaffective disorder
6 Male 53 White-British Bipolar affective disorder
7 Female 39 Asian or Asian British- 
Pakistani
Acute adjustment reaction- 
mixed
8 Female 57 White-British Schizoaffective disorder
9 Female 27 Asian or Asian British -  
Indian
Emotionally unstable 
personality disorder
10 Male, 34 Asian or Asian British Drug induced psychosis
11 Female, 46 White-British Depression
12 Female, 23 White- British Anxiety and depression 
with obsessive traits
13 Female 50 Asian or Asian British Major depressive episode 
with paranoid symptoms
14 Male 50 White-British Bipolar affective disorder
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Appendix C 
Group evaluation questionnaire
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Group Evaluation Questionnaire
We are interested in knowing how people fin d  taking part in the Happiness and Recovery 
Psychology Group and i f  there is anything we could do to make the group better. Please take 
a few  minutes to let us know your opinions o f  the group. All information will be confidential 
between you and m yself and will be kept anonymously.
I f  at any point you fee l you do not want to continue, you are free to leave.
Happiness and Recovery Group attended;
1) How helpful did you find the group?
Unhelpful Helpful
1 2 3 4 5 6 7 8 9  10
2) How did you feel after the group?
©
Very Bad Very Good
1 2 3 4 5 6 7 8 9  10
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S) General Feedback about the group
a) Was there anything you found  particularly helpful?
b) Was there anything your found particularly unhelpful?
c) Is there anything you have resolved to do as a result o f  taking part in the group?
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Appendix D 
Outline o f the Group Structure
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Group Structure
1. Introductions and ground rules (5 mins)
2. Introduce rationale for group (5 mins)
a. Why happiness and recovery are important
b. Handout -  The importance of happiness and recovery
3. Get participant experiences o f topic for week (10 mins)
a. What are your own experiences of recovery and the activities you get 
involved in; the relationships that help you; having control in your life
4. Group discussion of ideas from happiness research (20 mins)
a. Choose one paragraph to focus on
b. Handout -  W eek’s chosen topic
5. Happiness exercise + what can each person do to help their recovery or happiness (15 
mins)
a. Handout of exercise + writing down one thing that has been helpful
b. Handout of savouring exercise
Follow-up
Hand-over to staff on individual performance and update individual notes to document 
attendance and core themes of the group.
Materials
pens
handouts
white board rubber and pen or flip-chart and pens
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Appendix E  
Ungrouped frequencies and percentages
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Table 6. Ungrouped frequencies and percentages for all group evaluations
Question
/
Statem ent
1 2 3 4 5 6 7 8 9 10
How 
helpful 
did you 
find the 
group?
0
(0%,)
0
(0%)
0
(0%)
0
(0%)
4
(28.6%)
0
(0%)
1
(7.1%)
4
(28.6%)
1
(7.1%)
4
(28.6%)
How did 
you feel 
after the 
group?
0
(0%)
0
(0%)
1
(7.1%)
0
(0%)
2
(14.3%)
3
(21.4%)
2
(14.3%)
2
(14.3%)
1
(7.194)
3
(21.4%)
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Appendix F 
Proof o f dissemination o f results o f SRRP
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To:
Ce:
aciiL : iveu /o /£ u u o  j .ut r i '
May KA Miss (PG/R - Psychology)
Subject: Feedback of groups on Ward.
Attachments:
Thank you for the feedback of the psychology groups on ward today 09/07/08.
It w as interesting to s e e  how the group focussing on what m akes peopie happy, being far more beneficial 
than avoiding things that make you unhappy.
I have known that the current group has benefitted many in-patients. 
Many Thanks,
Staff Nurse 
■■ Ward 
Hospitai
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ABSTRACT
Title: Group Person-Based Cognitive Therapy for Distressing Voices; Service users’ 
experiences of the group in relation to sense-of-self.
Objective: To explore service users’ experiences of a Person-Based Cognitive Therapy 
(PBCT) group, and gain an insight into service users’ understanding of sense-of-self following 
the group.
Design: Qualitative data was gathered during 10 individual interviews with participants using 
a semi-structured interview schedule.
Setting: Three outpatient therapy groups for people experiencing voices within two National 
Health Service Trusts (NHS) in South East England.
Participants: 10 participants took part in the study. All participants were aged 18 years and 
over. Inclusion criteria specified that participants had been experiencing treatment resistant 
and subjectively distressing voices for the preceding two-year period.
M ethod of Analysis: Qualitative data was analysed using Thematic Analysis.
Results: Five main themes were identified from the data set which reflected the common 
experiences of participants who took part in the study: the impact of hearing voices, group 
processes, experience of attending the group, learning to cope with voices, and development 
of identity.
Conclusion: This study provides insight into the possible therapeutic benefits of attending 
group-based PBCT in the process of recovery for distressing, treatment-resistant voices. 
Specifically, this research highlights the importance of the interpersonal relationship in the 
voice hearing experience, cognitive-behavioural and group processes that facilitate change, 
with focus on changes to participants’ sense-of-self and social identity during therapy.
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INTRODUCTION
The experience o f  hearing voices
The experience of hearing voices, also referred to as ‘auditory hallucinations’, has historically 
been associated with psychopathology and mental ill health. As one of the characteristics of a 
diagnosis of schizophrenia (Slade & Bentail, 1988), which has a lifetime prevalence o f around 
1% (Van Os et a l,  2009), hearing voices has been seen to represent a functional impairment 
in a minority o f the population and is associated with high levels of distress (Nayani & David, 
1996). As a result, approaches to the treatment of schizophrenia have traditionally focused on 
the alleviation or removal of voices, often through reliance on pharmacological treatment.
Studies have shown, however, that people with and without a history of psychiatric illness 
experience auditory hallucinations and that such experiences may lie on a continuum with 
‘normal’ human experience (Johns, 2005). In a large-scale study of the British adult 
population, the annual prevalence of psychotic symptoms in the absence of psychotic disorder 
was found to be 5.5% (Johns et a l, 2004). Whilst such findings are based on self-report 
measures and therefore may have resulted in elevated scores, they suggest that a clinical 
explanation of psychosis may represent only a small aspect of the phenotypic continuum 
(Johns & van Os, 2001). In addition, research suggests that psychotic experiences in clinical 
and non-clinical groups share similar etiologic and maintaining influences, including socio­
demographic and biological risk factors, as well as exposure to trauma (Johns, 2005).
Where clinical and nonclinical populations differ, however, is in the content of voices and the 
associated distress. Indeed, research suggests that it is not the experience o f hearing voices 
per se that leads to distress, but rather perceived ability to cope (Romme & Escher, 1989; 
2000) and the meaning and beliefs that the person experiencing the voices attributes to voices 
(Birchwood & Chadwick, 1997). Studies show that for nonclinical populations voices tend to 
be perceived as positive, benevolent, and nonthreatening to the hearer as opposed to clinical 
populations where they tend to be experienced as frequent, invasive, and distressing (Stip, 
2009).
In a study by Romme and Escher (1993), which utilized a television appeal to recruit 450 
clinical and nonclinical people who experienced voices, it was found that individuals varied in 
the distress they experienced with their voices as well as perceived ability to cope. Around a 
third of voice hearers reported developing successful ways of coping with their voices (e.g. 
acceptance of voices). Those who developed coping strategies felt more in control o f their
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voices and more likely to experience voices as a positive influence. In contrast, those who 
utilized unsuccessful coping strategies (e.g. attempting to ignore voices) perceived their 
voices as negative, demanding, and as impacting on their ability to engage socially with 
others.
Studies have also shown that those who view their voices as malevolent and persecutory are 
more likely to have beliefs about the omnipotence of voices (Chadwick & Birchwood, 1994). 
As such, experiences of distressing voices have also been found to be associated with self- 
reported compliance with voice commands, as well as feelings of powerlessness (Beck-Sander 
et al. 1997).
Furthermore, psychological research has recently started to investigate the interpersonal 
nature of hearing voices. Benjamin (1989) was first to explore the relational context o f voices, 
and found that voice hearers experienced coherent relationships with their voices, which 
reflected interpersonal relationships in the voice hearer’s social world. Birchwood et a l  
(2000a) later applied ‘Social Rank’ theory to explore the ‘relational frameworks’ that exist 
between the voice and voice hearer in the context of social relationships. Their findings 
showed that the perceived power differentials that exist between the hearer and their voice 
mirror the power differential between hearer and others in their social world, and that voice 
hearers who perceived themselves to be of lower ‘rank’ to their voices experienced elevated 
distress when compared to those that did not.
Hayward (2003) later extended upon this interpersonal model using ‘Relating Theory’ 
(Birtchnell, 1999; 2002). According to this evolutionary model, relating is seen to occur 
along two intersecting axes of power (‘upper-lower’) and proximity (‘distant-close’). 
Birchnell (1999) distinguishes between negative and positive forms of relating within these 
four positions of relating, and suggests that elements of both power and proximity are required 
for positive relationships. By including the axis of proximity, Hayward (2003) found that the 
closeness form of proximity to voices was related to closeness within social relationships. 
However, despite being associated with distress (Hayward et a l, 2008; Vaughn & Fowler, 
2004), relating to voices from a distant position did not mirror social relating and was 
considered to be a unique characteristic of relationship with voices.
Together, the above studies show that individuals vary in the amount o f distress they 
experience from hearing voices, and that experiential distress is related to the meaning 
attributed to voices and perceived ability to cope. In addition, research suggests that voice
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hearers have a relationship with their voices that may in some respects be analogous to social 
relationships, both in terms of power differentials and proximity, and that distress experienced 
by voice hearers is associated with the perceived relationship with their voice. Given these 
findings, approaches to the treatment of psychotic experiences have started to move away 
from diagnostic approaches aimed at reducing voice frequency and psychotic syndromes, to 
more person-based approaches aimed at alleviating symptoms (Romme & Escher, 2000). 
Positioned within a ‘recovery’ framework for understanding and working with psychosis 
(Chandler & Hayward, 2009), such approaches focus on the symptomatic meaning given to 
voices and the associated distress, as well as the impact that hearing voices has on social 
relationships and self-esteem.
The present study
The present study seeks to explore service users’ experiences of Person-Based Cognitive 
Therapy (Chadwick, 2006), a new form of group-based Cognitive-Behavioural Therapy 
(CBT) for distressing voices. I have begun by outlining the experience of hearing voices and 
the key literature in this area. I will now go on to explore current research in the treatment for 
hearing voices and limitations within research literature. I will pay particular attention to 
cognitive-behavioural and group-based approaches as well as looking at more recent third 
wave’ approaches. I will then go on to look at specific areas of psychological change, 
particularly the importance of self-identity within the experience of hearing voices and 
recovery. I will conclude this introduction by outlining the context, objectives, and analytic 
approach of the present study.
Psychological treatments for voices
As noted above, recent trends in the psychological treatment for hearing voices have moved 
away from those aimed at eliminating syndromes to those intended to alleviate distress. 
Specifically cognitive-behavioural approaches, such as Chadwick et o/.’s (1996) ABC model, 
have been proposed, which seek to reduce the frequency, distress, and emotional disturbance 
associated with hearing voices, and help a person reach an understanding of psychosis which 
promotes active participation in reducing risk of relapse and social impact (Fowler, 1995). 
Based on cognitive therapy approaches (Beck et al., 1979) and the work o f Ellis (1962), 
Chadwick et al.’s (1996) ABC model proposes that unusual experiences or sensations (A) are 
mediated by the beliefs, thoughts, and images (B) attributed to them, which can lead to 
distress or behaviour changes (C). As such the model suggests that it is not unusual 
experiences or voices (A) that should be the focus o f therapeutic change, but rather the beliefs 
(B), distress, and associated behaviour (C) (Chadwick et al., 1996). In particular, beliefs
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about the voices identity, purpose, omnipotence, and consequences of obedience and 
disobedience to voice commands are considered important predictors of distress (Chadwick, 
2006).
Research looking at the efficacy of CBT as a treatment for psychosis has shown that CBT is 
an effective treatment for psychosis (Tarrier et al., 1998; 1999; 2000). A large number of 
randomized control trials (RCTs), using predominantly standard psychosis measures of 
‘positive’ (i.e. unusual or disordered thoughts and experiences) and ‘negative symptoms’ (i.e. 
flattened affect, alogia, and avolition), have shown that CBT in conjunction with medication 
is effective in reducing psychotic symptoms as well as reducing relapse rates (Kuipers et a l,  
1997; 1998; Sensky et a l,  2000). Such empirical support reduced the pessimism associated 
with efficacy of talking therapies for psychosis and, as such, the National Institute for Health 
and Clinical Excellence (NICE) incorporated CBT for psychosis into clinical guidelines 
(2002, 2009). However, a number of these studies have been criticized for maintaining a 
medical approach of focusing on syndrome rather than reducing distress and emotional 
dysfunction (Birchwood & Trower, 2004). Given that the primacy of distress is a core 
principal of CBT, this has raised the question of whether CBT approaches have started to 
move away from their conceptual roots.
Empirical support for the use of individual CBT for reducing the distress, depression, and 
associated problematic behaviours of psychosis does exist, yet to date this represents a 
minority of psychological research (Birchwood & Trower, 2004). In an RCT exploring CBT 
for hearing voices, Trower et a l  (2004) randomly allocated participants who were at risk of 
complying with ‘command hallucinations’ (i.e. severe commands from voices that are often 
violent) into ‘treatment as usual’ (TAU) or an individualized CBT group. Significant effects 
were found for the effectiveness of CBT at reducing compliance with voices, levels o f distress 
and depression, perceived power, superiority, and control without reduction in voice 
frequency, loudness, or content (Trower et a l,  2004). This research suggests that individual 
CBT is effective in reducing the distress associated with hearing voices, without reducing 
voice activity.
Group-based therapy for voices
Given the efficacy of individual CBT for psychosis, more recently group-based CBT has been 
developed, which has been found to be as effective as individual therapy, with the added 
benefit of providing a social environment for group members. Furthermore, research has 
found that therapeutic groups can be useful in facilitating development o f sense-of-self
143
through reduction of stigma, increased social interaction, and self-esteem (McCay et a l, 
2006). Early research by Glendhill et a l  (1998) showed that CBT groups for psychosis 
reduced social isolation and depression, increased self-esteem and knowledge of psychotic 
symptoms, as well as providing group members with increased sense of being able to cope 
with their symptoms. Participants also reported a preference for group CBT over individual 
therapy. Another study by Wykes et a l  (1999), using a waiting list control design, found that 
group CBT for voices improved the number and effectiveness of coping strategies used by 
participants, perceived power, and reduced distress (Wykes et a l, 1999). These results were 
equivalent to research into individual therapy, with the advantage of being a cost effective and 
efficient way of providing therapy as well as reducing the social isolation experienced by 
people who hear voices.
Pinkham et a l  (2004) replicated these finding in a pilot study in which they compared a 7- 
week CBT group for voices with an extended 20-week group. Using the protocol developed 
by Wykes et a l  (1999), both CBT groups were found to reduce negative beliefs about voices, 
voice severity, and distress, however findings suggested that these effects were not related to 
length of group, as the authors had predicted.
Not all research has supported the efficacy of group CBT, however. In an RCT study 
comparing group CBT for hearing voices with TAU, Wykes et a l  (2005) found no overall 
effect o f CBT groups on severity of psychotic symptoms or distress, although CBT groups 
were found to be associated with increased social functioning. These results showed reduced 
effect sizes compared to previous less-controlled studies using similar protocol (Wykes et a l,  
1999). Cluster effects were noted, however, whereby the factors of receiving treatment early 
in the trial and in a group with an experienced therapist were found to be associated with 
reduced severity o f voices. This lead the authors to conclude that group CBT is effective at 
improving social functioning, but for psychotic symptoms to be effected it is important for the 
therapist to be experienced. Similarly, a recent RCT comparing group CBT for psychosis with 
an enhanced Supportive Therapy (ST) group, found that group CBT was not associated with 
reduced voice distress or frequeney, contrary to the authors’ hypothesis (Penn et a l, 2009), 
although group CBT was found to be associated with an overall reduction in psychotic 
symptoms.
Taken together these studies suggest that group-based CBT for the treatment of voices can 
help to reduce distress and perceived power differentials between the voice and hearer, and 
increase the use of coping strategies and social functioning. At present, however, research is
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complicated by studies utilizing a wide range o f CBT approaches, which vary in length and 
emphasis, and focus on differing process measures and variables (Birchwood & Trower, 
2004).
Qualitative understandings o f  service users experience o f CBT
Despite the increasing amount of qualitative research into the efficacy of CBT for hearing 
voices, only a limited number of studies have utilized a qualitative approach to explore service 
users’ experiences of therapy (Jones et al., 2001; Martin, 2000). Such understandings are 
important, given the collaborative nature of CBT, and have the potential to contribute to the 
value o f CBT (Messari & Hallam, 2003). Indeed, current UK government policy 
recommends that the perspectives of service users should be included in the research and 
evaluation of mental health services (DoH, 1999; NICE, 2009).
One of the earliest qualitative studies was carried out by Chadwick et al. (2000), who 
combined qualitative and quantitative methodology to evaluate five CBT groups, which aimed 
to weaken beliefs about voice omnipotence and increase sense of personal control over voices. 
Quantitative measures revealed significant reductions in beliefs of voice power and control. 
Individual interviews suggested that group members valued the group and found it helpful. 
Participants described the benefits o f being able to speak openly without the fear of being 
judged, increased development of coping mechanisms, the value o f making friendships, and 
the process of universality (the recognition of shared experiences). The qualitative standards 
used in this study were low and limited description of methodology was provided, however 
the authors comment on the benefit of qualitative research in adding further insight into the 
processes o f therapy that facilitate change in CBT.
One of the more rigorous qualitative studies was carried out by Newton et al. (2007) who used 
Interpretive Phenomenological Analysis (IPA) to explore the experiences of young people 
with adolescent-onset psychosis taking part in a 7-week CBT group for voices. The groups 
were based on a protocol for CBT developed by Wykes et al. (1999), and semi-structured 
individual interviews were used to elicit participant’s experiences. Analysis of the data 
revealed two superordinate themes. The first superordinate theme, "a place to share 
experiences’, was predominantly descriptive in content and consisted of four sub themes: 1) A 
safe place to talk; 2) Normalizing and destigmatizing; 3) Learning from  and helping others', 
and 4) The role o f  the facilitators. The authors concluded that the group provided a positive 
experience of allowing participants to discuss their experiences with others group members
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and professionals, and facilitated increased knowledge through psychoeducation, reduced 
social isolation, and increased self-esteem.
The second superordinate theme, 'an inductive account o f  coping with auditory 
hallucinations’, was more interpretative and provided a detailed description o f participants’ 
experiences of hearing voices. The researchers summarized a common pattern of interactions, 
consistent with previous literature on hearing voices (Romme & Escher, 1993; Vaughn & 
Fowler, 2004), between the content o f the voices, the person’s beliefs and explanations about 
the source of the voices, perceptions of power, emotional responses, and coping mechanisms 
for managing voices. In addition, group members differed in their explanation of voices as 
being passive (e.g. caused by others) or agentic (e.g. caused through biological illness). Such 
explanations were not correlated with distress. Instead, voice hearers’ beliefs about the 
malevolence and omnipotence of their voices were found to mediate emotional reactions to 
voices, as is consistent with Chadwick and Birchwood’s model (1994; 1996).
Whilst Newton et a l.’s (2007) study is limited by a potential evaluative bias, in that 
participants were only selected from half of the groups run and only those who completed the 
groups were interviewed, the research still has useful clinical implications. Specifically, the 
researchers emphasize the importance o f considering group members’ constructed beliefs and 
interpretations of their voices into account during therapy as well as the beliefs o f those in the 
person’s social network.
* Third wave’ approaches
In recent years 'third wave’ CBT approaches have been developed, which include Dialectical 
Behaviour Therapy (DBT: Linehan, 1993a,b), Acceptance and Commitment Therapy (ACT: 
Hayes et a l,  1999), and Mindfulness-Based Cognitive Therapy (MBCT: Segal et a l, 2002). 
‘Third wave ’ approaches arose due to empirical anomalies in research, which led to criticism 
that CBT was too mechanistic and questions as to whether direct cognitive change was needed 
for clinical improvements (Hayes, 2004). At the same time, the rise of constructionist 
postmodern theories challenged the concept that scientific theories and models could identify 
and describe discrete elements of reality. 'Third wave’ approaches responded to such 
criticisms by adopting a contextual framework, which incorporated the wider impact of 
experiences and gave primacy to internal experiences, aiming to alter the contextual and 
internal meaning of distressing experiences, rather than eliminate experiences per se (Hayes, 
2004). Whilst holding on to the more direct and didactic aspects of CBT, these approaches 
encouraged acceptance of experience by incorporating elements o f Buddhist meditation and
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mindfulness. In doing so, 'third wave’ approaches promoted exposure and contact with 
internal experiences, as opposed to experiential avoidance often associated with distress. In 
addition to reducing distress associated with internal experience, 'third  wave' approaches also 
paid particular attention to acceptance of the self, often through metacognitive understanding 
of the self as transcendent and ever changing (Hayes, 2004).
In relation to hearing voices, 'third wave’ approaches have therefore moved away from 
traditional CBT methods focused on changing thoughts and beliefs about psychotic 
experiences, to integrating mindfulness practice to alter the way people respond to and relate 
to voice hearing experiences (Dannahy et al., 2010). Empirical research looking at the 
efficacy of 'third w ave’ approaches for psychosis has started to demonstrate positive 
outcomes including reduced rehospitalisation rates following brief ACT (Bach & Hayes, 
2002; Gaudiano & Herbert, 2006) and increased general wellbeing for people with treatment 
resistant psychosis following participation in mindfulness groups (Chadwick et a l ,  2005; 
2009). In addition, early qualitative research has started to highlight the importance of 
mindfulness-based interventions in acceptance of voice hearing experiences and the self 
(Abba et a l,  2007).
Person-Based Cognitive Therapy for psychosis
A relatively new third wave CBT model, and the focus of the current research, is PBCT 
(Chadwick, 2006). Sitting within a symptom-based approach to psychosis, PBCT is a 
framework of therapy that positions the person (and the sources of their distress) at the centre 
of the process. PBCT incorporates a traditional CBT emphasis on challenging voice hearers’ 
beliefs about voices, including beliefs about the voice’s identity, purpose, and power, whilst at 
the same time helping to reduce distress associated with voices by helping the hearer to 
revaluate core beliefs about the voices and promoting self-acceptance.
PBCT draws on an adapted version of Vygotsky’s (1978) concept of a Zone o f Proximal 
Development (ZoPD), a collaborative framework for social learning and personal 
development. The ZoPD contains four cognitive domains perceived as the source o f distress 
that are linked with behavioural difficulties; 1) Symptomatic meaning', 2) Relationship with 
internal experience’, 3) Schemata', and 4) Symbolic se lf  (Chadwick, 2006). Symptomatic 
meaning involves focusing on fixed belief systems and encouraging clients to step back from 
such beliefs and, using an ABC formulation, observe how they cause distress and disturb 
behaviour. Relationship with experience involves using mindfulness practice to reduce 
distress through experiential practice of ‘decentred awareness’ o f unpleasant psychotic
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experiences (i.e. being open to an experience without emotionally reacting to it). Clients are 
encouraged to let go o f usual distressing reactions and instead to respond mindfully to 
unpleasant sensations. Schemata concerns the distress associated with negative views of the 
self (negative self schemata) and/or others (negative other schemata). These are addressed as 
being experiential views of the self rather than ‘the se lf . As such, clients are encouraged to 
develop more positive views of the self (positive self schemata). Continuing upon these ideas, 
symbolic se lf promotes a metacognitive perspective o f the self as an evolving process as 
opposed to a fixed  entity, encouraging clients to accept both negative and positive schematic 
experiences o f the self (Chadwick, 2006).
Dannahy and colleagues (2010) have recently carried out a large-scale pilot study exploring 
the validity of group-based PBCT as an effective treatment o f people with distressing voices. 
Sixty-two participants who had been experiencing treatment resistant distressing voices for at 
least two years (mean=14 years) took part in nine PBCT groups. The first six groups ran for 
up to nine-sessions. Following participant feedback, the remaining three groups ran for up to 
12-sessions to allow more time to deliver the protocol. The content remained consistent 
across all groups. Therapy was based on the protocol outlined by Chadwick et al. (2000) 
integrated with the Person-Based model (Chadwick, 2006). Specifically, participants were 
encouraged to explore their relationship with voices through the use of mindfulness, and to 
explore changes to current relationships with voices through Socratic dialogue and 
behavioural experiments. In addition, positive self-schema and self-acceptance was elicited 
and supported through group exercises (e.g. group members listing each others positive 
qualities) and behavioural goal setting. Results demonstrated significant improvements in 
group members’ wellbeing, distress, and perceived control, as well as reduced dependence 
upon voices. Whilst this study did not utilize an RCT approach, and was limited by a gender 
bias of more woman than men, these findings suggest that group PBCT for distressing voices 
may be an effective treatment in reducing the distress associated with hearing voices 
(Dannahy et al., 2010).
In a qualitative evaluation of the same PBCT groups, Goodliffe at al. (in press) used 
Grounded Theory (Glaser & Strauss, 1967) to explore service users’ experiences of the first 
six (9-session) groups. Eighteen participants took part in five post-therapy focus groups 
aimed at exploring group members’ experiences of group-based PBCT for distressing voices. 
Qualitative analysis identified four categories: 1) The impact o f  hearing voices; 2) Learning to 
cope with voices; 3) Developing a group identity; and 4) Developing a sense-of-self. Whilst 
the researchers felt that the group interviews may have constricted participant feedback,
148
therefore preventing full saturation of data to be achieved, the study provides useful insight 
into the benefits o f PBCT groups for addressing the distress associated with hearing voices. 
In particular, this research highlights the benefits of the group environment for reducing social 
isolation, facilitating acceptance and understanding of voices, and encouraging increased use 
of coping mechanisms. Additionally, the group helped participants to reconsider the 
omnipotence of their voices and develop a more healthy sense-of-self beyond voices.
The researchers noted that, whilst the group environment was seen as providing a unique 
context for facilitating change, a number of aspects within the PBCT domain were not 
foregrounded by participants (Goodliffe at a l, in press). In particular, participants made no 
explicit reference to the practice of mindfulness, and its associated ‘decentred awareness’ of 
voices, or to a relational framework between hearers and their voices. Additionally, group 
members made no reference to metacognitive perspectives o f the self as complex, 
contradictory, and changing {symbolic-self). Given that a key aspect of PBCT focuses on 
development of the self beyond voices, this area warrants further research. The authors 
suggest that the lack of descriptions in these three key areas reflected the length o f the therapy 
groups and suggested that such themes may emerge more strongly following a refinement of 
the therapy protocol over 12-sessions (Goodliffe et a l, in press).
Sense-of-self
A key domain of PBCT for distressing voices, beyond that of reducing distress associated 
with voices, focuses on the concept of sense-of-self. This is specifically outlined in the 
schemata and symbolic-self domains of the ZoPD, and development of work on the self is a 
key element of the therapeutic process.
The impact of hearing voices on a person’s sense-of-self has received a great deal o f interest 
in recent years. Research suggests that self-identity is negatively impacted by not only the 
symptoms of psychosis but also the associated loss of control and social stigma (McCay et a l, 
2006). This process is known as ‘engulfment’, whereby one’s identity becomes defined solely 
by ones illness and the related stigma (McCay et a l, 2006). Accordingly, development of a 
functional sense-of-self has been shown to be important in recovery from psychosis and 
severe mental illness.
In a study looking at rediscovery of the self as an agent for recovery, Davidson and Strauss 
(1992) interviewed service users recovering from prolonged mental illness over a two to 
three-year period. Four stages of self-identity were found to be important for recovery. 1)
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Discovering a more active self, involving discovery of previously developed or newly learnt 
strengths and resources, as well as acceptance of the illness as separate from the person, 
allowing for the development of a new sense-of-self; 2) Taking stock o f  the se lf  involving 
taking a personal inventory o f perceived strengths and weaknesses for activity; 3) Putting se lf  
into action, whereby a person puts their resources and inventoried self into action, and reflects 
upon and incorporates the results of such actions; and 4) Appeal to the self, by which a person 
copes with the symptoms of an illness and compensates for areas negatively affected by it. 
According to this non-linear model, factors such as acceptance of difficulties, discovering 
strengths and resources, and setting achievable goals are all important aspects in the recovery 
process. Helping service users to develop a dynamic sense-of-self is seen as essential to 
treatment outcomes.
Similarly, in a qualitative study exploring service users perspectives on the factors important 
to recovery from schizophrenia. Tooth et al. (2003) interviewed fifty-seven people who 
defined themselves as being in recovery. The most frequently reported theme in interviews 
was an active sense-of-self. This included determination to get better, finding ways to 
manage illness, and viewing oneself as active in the recovery process (Tooth et a l, 2003).
Such findings highlight the importance of sense-of-self, both in the treatment of distressing 
voices as well as the recovery process in general. This suggests that service users identify 
sense-of-self as key to their own views of recovery.
The Current Study
The current study sought to extend upon research by Goodliffe et a l  (in press) to further 
explore participants’ experience of a 12-week PBCT group for distressing psychosis. In 
particular, the present research sought to further explore the category of development of sense 
o f  se lf beyond voices within an extended PBCT protocol to see if  metacognitive perspectives 
of the self became more apparent in service users’ experiences of the extended group format. 
Both the current study and the research by Goodliffe et a l  (in press) took place within the 
context o f a larger qualitative study by Dannahy et a l  (2010) exploring the effectiveness of 
PBCT for distressing voices (see Appendix I). As such, the outcome of this study will be 
incorporated within the larger research study to provide a comprehensive quantitative and 
qualitative evaluation of PBCT for distressing voices (see Appendix II for therapy protocol).
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Objectives
The purpose of this research was to gain insight into service users’ experiences of a 12-week 
Person-Based Cognitive Therapy group for distressing voices, and explore service users’ 
understanding of sense-of-self following the group.
A qualitative approach was selected as the most appropriate methodology for the current study 
as such approaches focus on obtaining detailed descriptions of peoples subjective experiences 
in order to achieve an in-depth contextual understanding of the quality o f such experiences 
and the discrepancies between differing viewpoints (Coyle, 2007; Willig, 2001). This study is 
contextualized within a larger quantitative study. As such, the use of qualitative methodology 
in the present research allows for a form of comparative analysis of service users’ 
experiences. Individual semi-structured interviews were selected as the most appropriate 
method of data collection, in order to provide a flexible forum by which to explore 
participants’ experiences of PBCT groups (Smith, 1995). Focus groups were considered as 
an alternative option, given the large number of potential participants. However, the study by 
Goodliffe et a l  (in press), which utilized focus groups, found that the group context was 
overly constrictive, preventing participants from discussing sensitive issues. Individual 
interviews were chosen for the present research in order to provide a context in which 
participants felt safe to talk about their experiences openly.
The chosen method of analysis for this study was Thematic Analysis, due to its flexibility for 
identifying patterns and themes within interview transcripts. Thematic Analysis is a 
qualitative approach which aims to minimally organize and describe a data set, as well as 
interpreting aspects of the research focus area (Braun & Clarke, 2006). It is not attached to a 
theoretic framework and can therefore be essentialist, constructionist, or contextual (sitting 
between essentialism and constructionism). Given that the present study aims to extend the 
findings of Goodliffe et a l  (in press), who used Grounded Theory to generate a theoretical 
underpinning of group-based PBCT for voices. Thematic Analysis was seen as the most 
appropriate methodology to allow for an understanding of participants experiences within a 
broader social context (Braun & Clarke, 1999).
IPA was considered as an alternative method of qualitative analysis, as this approach also 
provides a flexible method of analyzing individual interviews and gaining insight into 
individual’s personal perceptions or subjective experiences (Smith et a l, 1999). However, 
this method was not used given that IPA is attached to a phenomenological epistemology, 
which gives experience primacy. Thematic Analysis was chosen because it was felt that this
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would allow for analysis to be inductive and data-driven, whilst at the same time allow room 
for the theoretical context of previous theory to be taken into account.
The selected qualitative approach was used to ask: How do hearers experience group-based 
PBCT fo r  voices, with specific emphasis on how service users understand sense-of-self 
following participation in such groups?
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M ETHOD
Participants
In total 10 participants consented to be interviewed for this study. Participants had all taken 
part in one of three PBCT groups for distressing voices (hereafter called therapy groups) held 
across two neighboring National Health Service (NHS) Mental Health Trusts in the South of 
England. Therapy groups lasted for twelve-weeks and were facilitated by two Clinical 
Psychologists experienced in CBT for psychosis. Each group had a maximum of 11 
participants at onset, although this number decreased as some participants self-withdrew from 
the groups. Those who were considered ‘completers’ (participants who attended six or more 
sessions) were invited to meet to discuss their experience of the therapy groups.
Demographic Information
Demographic information was assessed using a self-report demographic questionnaire 
(Appendix III). All participants described themselves as White-British and ranged in age 
from 36 to 55 years (mean = 47.2). Five participants were male and five were female. The 
majority of participants were unemployed at the time of interview (n=7), two group members 
were currently in employment, and one was a student. Seven had an ICD-10 diagnosis of 
schizophrenia and the remaining three people had a diagnosis of ‘psychosis’ (n=l), a non- 
specified personality disorder (n=l), and Post Traumatic Stress Disorder (n=l). Five 
participants described themselves as being single, two were married, and three said they were 
divorced or separated from their partner. Participants had all attended more than 10 therapy 
groups (mean =11).
Recruitment fo r  the PBCT Groups
Participants were recruited to therapy groups via three mental health teams within two NHS 
Trusts. A member of the research team presented information about the groups to these 
services and Consultant Psychiatrists and Care Co-coordinators were encouraged to approach 
service users who met the inclusion criteria. The details of potential participants who 
expressed interest in taking part was passed on to a member of the research team who then 
gave them an information sheet about the study (Appendix IV). Potential participants were 
then given 48-hours to consider if  they wished to continue involvement and a member o f the 
research team arranged a meeting to gather informed written consent with those who wished 
to take part.
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Inclusion criteria for therapy groups stipulated that participants had been experiencing 
treatment resistant and subjectively distressing voices for at least the preceding two year 
period, with voice-distress rated at 3 or greater on at least one of the two PSYRATS voice- 
distress items (Haddock et a l, 1999). Exclusion criteria were evidence of an organic 
psychosis or disabling use o f alcohol or illicit substances. As a symptom model was adopted, 
diagnosis was not considered an exclusion criterion.
Recruitment fo r  the Semi-Structured Interviews
O f the 28 people (45% of participants) who took part in the 12-week PBCT group, 23 people 
(82%) were considered ‘completers’. Completers were provided with information about the 
qualitative study (Appendix V) and invited to take part in an individual semi-structured 
interview. Participants who expressed interest in taking part (n=16) were then contacted 
directly by the interviewer who discussed the interview process with the participant. A 
mutually convenient time to meet with the interviewer was arranged and separate informed 
consent was gathered (see Appendix VI). Prior to the interview, participants were able to 
contact the interviewer directly to ask any further questions about the interview process or to 
withdraw from taking part.
O f the 16 participants who expressed interest in taking part in the semi-structured interview 
10 people (43.47%) chose to take part in the current study. Reasons for not attending the 
interview were physical ill health (n=l), other commitments (n=2), not feeling 
psychologically well enough to take part (n=3).
Procedure
Ethical Considerations
An application for ethical approval was sought from the National Research Ethics Service 
(NRES) (Appendix VII). In addition site-specific ethical approval was gained from Local 
Research Ethics Committee’s (LREC) as well as Research and Development departments 
within the associated NHS mental health trusts. The University of Surrey Faculty o f Arts and 
Human Sciences Committee also approved the study.
It was predicted that participants might have found the process of discussing their experience 
of the group and their voices temporarily distressing. Risk assessment and safety planning 
was therefore integrated with the interview process in order to reduce the likelihood of 
distress. In addition, the researcher who carried out the semi-structured interview was a
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trainee clinical psychologist with experience of providing therapy who received regular 
supervision and was trained in assessing risk.
Semi-structured Interview
A semi-structured interview schedule (Appendix VIII) was developed to guide the interviews, 
based on the guidelines of Smith (1995). A process of intentional iteration took place, 
whereby the current interview schedule had been adapted from a previous schedule used by 
Goodlife et a l  (in press), which provided a lens for the current study. Development of the 
interview schedule took place over a number of months and involved ongoing consultation 
with both the research team and qualitative researchers at the University o f Surrey.
The interview schedule utilized a number of neutral open-ended questions, which were 
designed to explore participant’s experiences in six broad areas; 1) reasons for attending the 
group, 2) expectations of therapy groups 3) experience and understanding of the therapeutic 
processes, 4) understanding of their voices, 5) perceptions of sense-of-self, 6) wellbeing 
following the group and their general feelings about the benefits of therapy. Throughout the 
interview process the interviewer remained curious and flexible in an attempt to allow 
participants to fully explore their experience without feeling constrained by the structure of 
the interview schedule. Whilst the interviewer was familiar with the theoretical model of 
therapy, they were naive to the processes of the specific therapy groups.
Interviews ranged between 35-60 minutes (mean = 46 minutes) in duration and nine o f the ten 
interviews took place in the same location that the therapy groups had been based. This was 
designed to reduce discomfort by ensuring that participants felt comfortable and familiar with 
the interview location, however participants were given the option o f being interviewed in 
their home, and one group member chose to be interviewed at home. All interviews were 
digitally recorded and verbatim transcriptions of each interview were carried out. All data 
was anonymised and stored in a secure location. Following analysis all digital recordings 
were destroyed.
Analysis
Based on the approach delineated by Braun and Clarke (2006), Thematic Analysis was 
selected as the most appropriate method for analyzing the data due to its flexibility and 
theoretical freedom. Thematic Analysis is a qualitative approach for identifying and 
exploring themes within data.
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Coding of the data followed six phases of analysis as outlined by Braun and Clarke (2006). 
Initially interviews were transcribed into verbatim transcripts. Repeated active reading of 
these transcripts then allowed for initial patterns and meaning to be discerned. The process of 
transcribing was carried out by the researcher personally and was seen to be an important part 
of the interpretative qualitative analysis (Bird, 2005). As such, it was important to consider 
the subjective position of the researcher during transcription, through ongoing reflection and 
discussion of the interpretive act, and possible assumptions about language, culture, or 
discourse (Bird, 2005).
From the initial patterns identified in analysis, preliminary codes were generated and then 
collated into wider candidate themes. Once a distinct set of candidate themes had been 
identified, these were reviewed and refined, and themes were checked for internal 
homogeneity and external heterogeneity to ensure that they produced a coherent and 
meaningful analysis. This process involved two levels of reviewing and refinement. Initially 
candidate themes were reviewed at the level of coded data extracts, whereby all transcript 
extracts for each theme were read to ensure that they formed a coherent pattern. If any data 
extracts were seen to not ‘f if  with candidate themes, new themes were developed or reworked 
to accommodate extracts. For extracts that did not work within pre-existing or newly created 
themes, these extracts were discarded form analysis. Once all themes had been reviewed, a 
‘thematic map’ of candidate themes was produced and applied to the second level of thematic 
refinement in which candidate themes were considered in relation to the entire data set to see 
if  they ‘accurately’ reflected the data set as a whole. This involved identifying any areas of 
analysis that felt idiosyncratic with the data set. Throughout the analysis process, therefore, 
the researcher often moved back and forth between the coded data, the entire data set, and the 
themes identified, coding any additional data that may have been overlooked in earlier coding. 
Once themes had been refined, a description o f the ‘essence’ of the themes was used to define 
each theme and sub-theme before being written up into a verbal descriptive report (Braun & 
Clarke, 2006).
Evaluative criteria
As yet, there is no standardized procedure for evaluating qualitative analysis. However a 
number of evaluative guidelines have been developed (Elliott et a l,  1999; Yardley, 2000) 
which delineate rigorous standards of analysis and reporting of qualitative analysis, as well as 
outlining the importance of developing evaluative criteria for qualitative research that 
markedly differs to that for qualitative research. Whilst both these approaches are widely 
credited, some researchers have expressed reservations about being overly restrictive with
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such schemes and have favoured Yardley’s (2000) looser approach (Reicher, 2000). Given 
that Thematic Analysis was selected as the method of data coding for its flexibility as a 
methodological approach, Yardley’s (2000) criteria were followed in the current study as it 
was felt that this was most consistent with the methodological approach. The following 
criteria were followed in order ensure quality:
- Sensitivity to context: Research should be contextualized within a theoretical
background and that previous research into similar areas or using similar methodology 
is well considered. In addition, researchers should show awareness o f the socio­
cultural setting of the study as well as the social context of the relationship between the 
investigators and the participants. The contextual background for the current study has 
been outlined in the introduction section. The researcher has also attempted to 
maintain a reflective stance throughout the study, being aware of the socio-cultural 
context of the research and their positioning as researcher, as evidenced in the 
Reflections on my speaking position as a researcher section of this study.
- Commitment and rigour: Researchers should show methodological competence and 
thoroughness in data collection, analysis and reporting, as well as in-depth engagement 
with the research topic. Detail of the methodological approach has been outlined in 
the results section of this study.
- Transparency and coherence: Methods of data collection and analysis should be 
detailed and transparent and the research should show a clear ‘fit’ between the 
theoretical background and the research question, methodology, and philosophical 
perspective. Researchers should adopt a reflexive position and consider the role of 
assumptions and intentions in the research process. Transparency was achieved 
through inclusion of participant’s quotes to support themes that were identified using 
Thematic Analysis. A sample transcript has also been provided (Appendix IX). 
Finally, as noted above, the researcher maintained a reflective position throughout the 
study as addressed in the Reflections on my speaking position as a researcher section 
of this study.
- Impact and importance: The theoretical practical, and socio-cultural impact of the 
research should be considered. This has been addressed in the Discussion section of 
this study.
Validation o f  analysis
In order to improve the validity of this study triangulation methodology was applied to 
enhance the quality of the analysis (Golafshani, 2003). Triangulation approaches include 
using different data collection methods {methods triangulation), data sources {triangulation o f
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sources), analysts {analyst triangulation), and theories or perspectives {theory/perspective 
triangulation) (Patton, 2002). In the current study analyst triangulation was used in order to 
reduce the potential bias that can come from a single qualitative researcher. I met regularly 
with two research supervisors from the University of Surrey throughout interview and 
analysis stages that were able to provide independent feedback and peer review. One 
researcher was an expert in the field of Psychosis and the other in Qualitative research 
methods. In addition to meeting with research supervisors I also presented the analysis and 
data extracts to an expert in PBCT and psychosis at the University of Surrey who assisted in 
reviewing themes and sub-themes. Finally, respondent validation, or ‘member checking’ 
(Creswell & Miller, 2000), was used whereby I contacted participants who had taken part in 
the study with information about the analysis and asked for written or verbal feedback to the 
data (Appendix X). At the point of write-up, 7 of the 10 participants were still contactable 
and were given feedback of the study. Feedback from participants was used to identify any 
distortions in analysis and ensure that the themes and sub-themes identified were meaningful 
to participants.
Reflections on my speaking position as a researcher
This project followed on from a previous qualitative evaluation of PBCT for distressing 
voices (Goodliffe et a l,  in press), which had provided a methodological and theoretical 
background to the study. It was therefore difficult for me to remain completely ‘neutral’ as a 
researcher as I had some knowledge of the theoretical models of voice hearing discussed in 
the study. With this contextual setting it was important for me to stay mindful of my 
positioning as a researcher and remain aware of potential biases that I may have when 
conducting interviews. Indeed, as a trainee clinical psychologist it was also important for me 
to consider the impact that my training and clinical experience may have had on interviews. 
Through mindful and reflective practice, including writing a reflective journal and receiving 
supervision from a clinical psychologist whilst carrying out interviews, I feel I was able to 
effectively uphold a curious interpretative stance as a researcher.
As the context of this study was within the setting of a larger research project it was also 
important to limit the impact that this may have had on my interpretative stance. As my 
specific role was to gather qualitative data of service users experiences of the group, I was 
able to remain somewhat separate from the quantitative aspect of the research, which focused 
more on evaluative criteria. I feel this enabled me to maintain a curious positioning within 
interviews, concentrating solely on participants’ experiences of therapy rather than evaluating 
the therapy.
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I also decided to remain separate from the clinicians who were running the groups as I felt it 
was useful for me to be naïve to the group processes prior to conducting interviews. I made a 
point of not coming to therapy groups to introduce myself, but rather contacted participants 
once the groups had finished in order to maintain this distinction in my role. I feel this was 
beneficial as it enabled participants to see me as an independent researcher and therefore be 
more open and honest about their experiences. At the same time, however, it also meant that 
the first time I met participants was at the interview and as such I had little time to develop a 
rapport or alliance with participants. I was therefore aware that it might have been difficult for 
some participants to talk openly with a new person. I feel my experience as a clinician was 
useful in helping participants feel comfortable talking about their experiences and every 
attempt was made to make interviewees as at ease with the interview process.
Given the sensitive nature o f the interview, I was also conscious o f the delicate balance 
between generating rich data through discussion, whilst at the same time managing any 
distress that might arise during the interview process. Again, my experience as a clinician 
provided a useful framework, enabling me to use clinical skills such as empathy, genuineness 
and positive regard to creating a safe space for participants to talk about their experiences. 
However, as Coyle and Olsen (2005) comment, the strategy of locating research interviews 
within the framework of a counseling interaction creates a “risk that the research interview is 
transformed into a therapy session” (p.257). This was a particular challenge for me, and one 
that I regularly discussed in supervision, as I felt that at certain points during interviews the 
interviewee and myself appeared to position ourselves within the role of ‘therapist’ and 
‘client’. This is a possible reflection of my own anxieties as a novice qualitative researcher, 
and a sense of returning to my ‘comfort zone’. At the same time, I think it reflects the 
difficulty of carrying out research interviews on sensitive issues whilst wearing the two hats 
o f ‘researcher’ and ‘counselor’.
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RESULTS
This study aimed to explore service users’ experiences of Group PBCT for distressing voices, 
with a specific focus on service users understanding of identity. Qualitative analysis of the 
semi-structured interview data generated five common themes. These themes and sub-themes 
will be outlined below. In the analysis presented, themes are illustrated by data extracts from 
the interviews. For the purposes of confidentiality any information that might compromise 
participants’ anonymity has been changed. Themes and sub-themes are presented in Table 1.
Table 1. Summarv of themes and sub-themes
Theme Sub-theme
1) Impact o f  hearing voices • Emotional response to voices
• Control and power
• Social isolation
• S en se-o f-se lf
2) Group processes • Universality
• Social inclusion
• Catharsis
• Others function as point o f  comparison
3) Experience o f  attending group • Expectations
• D ifficu lty attending group
• Positive risk taking
• Group w as a positive experience
• Sense that this w as som ething different
4) Learning to cope w ith vo ices • Coping strategies
• M indfulness
• Increased understanding
• Strength/power over voices
• Future with voices
5) Identity • Self-identity
• Social identity
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1) Im pact of hearing voices
The theme of the impact o f  hearing voices provides insight into the emotional, social and 
behavioural impact of hearing voices shared by partieipants. Group members described 
experiencing pervasive and persistent emotional distress in response to voices, as well as 
feelings of being unable to cope. Most participants described feeling isolated from others in 
their experience and powerless to their voices. This is summarised by Rachael:
“[The voices are]"' very distressing and they’re difficult to cope with some days and 
they’re, uh, debilitating and you know, I  fin d  it difficult to go out sometimes, when 
they’re really bad. ”
This theme has been divided into four sub-themes, each of which will be explored in more 
detail.
• Emotional response to voices 
All participants talked about the distressing emotional impact o f hearing voiees. In particular, 
many participants talked about the psychological distress associated with their voices. Most 
commonly group members described fear and anxiety in response to violent commands 
towards themselves or others, or low mood and feelings of worthlessness as a result of the 
content o f their voices. Jason described this:
“They would tell me, ah, how worthless I  am, how I ’d  never achieve anything, that sort 
o f  thing. ”
Such distress was often accompanied by feelings of hopelessness that things were never going 
to change. Group members described having tried previous therapy groups, medication, and 
professional support that had been unhelpful, which further added to their sense of 
hopelessness. Emotional distress was also assoeiated with feelings of being unable to cope. 
Indeed, for some group members finding ways to cope with the psychologieal response to 
their voiees, rather than the voices themselves, proved to be the motivation for attending the 
group, as highlighted by Tom:
“I  wanted something ju st to get rid o f  that feeling o f  um anxiety and ... panic attacks.
 ^Within the text the following transcript notations have been used:
[text] indicates text has been added to the original quote to make it more understandable
indicates a pause in the dialogue 
[...] indicates part of the text has been omitted
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ju st to cope with it, you know. [...] it wasn't ju st voices. ”
• Control and power
Most participants described feeling powerless in relation to their voices and a sense that their 
voices were in control of their behaviour. For example, Joel described:
“Sometimes, on a small level, they ’re the boss o f  me, you know. ”
Participants described acting ‘out of character’ or engaging in dangerous behaviours in 
response to commands from their voices. The sense of the omnipotence of voices was 
particularly distressing for those participants who experienced their voices telling them to 
harm themselves or others. Often group members described complying with their voices and 
following their commands in an attempt to appease or quieten them. Lucy described this:
“ I f  they tell me to kill m yself and then I  harmed m yself that would get rid o f  the voices 
fo r  a little while. ”
Participants also described feeling that their voices would ‘get worse’ or ‘more abusive’ in 
response to non-compliance, as Anna described:
“ I f  I  ever go against my voices, my voices get louder and more [...] abusive. [...] which 
is why I  give in so much because having to listen to them is often more difficult than not 
doing things that they want me to do. ”
As a result, participants commonly felt that their voices had a significant impact on their daily 
lives, with activities such as shopping, socialising, or employment described as being 
controlled by the voices. Participants noted that this also influenced their mood, as it left 
them feeling powerless and often stopped them in engaging in activities they had previously 
enjoyed.
• Social isolation
Participants commonly described feeling socially isolated as a result of hearing voices. Often 
this came from experience or fear of being judged as ‘mad’ or ‘violent by others who did not 
experience voices. As Adam described:
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“When you tell people y o u ’ve got voices [...] they think, you know, y o u ’re a psychotic 
killer. ”
Group members also talked about having lost friendships after telling people about their 
experience of hearing voices. Such experiences and fear of being judged often led 
participants to see voice hearing as being something that it was ‘unsafe’ to talk about with 
others, including friends and family. As a result group members felt isolated in their 
experience, as Arma explained;
“ When you hear voices its very lonely, its not something you talk about to your friends 
and your family, its something you sort o f  like endure on your own really and its quite 
often quite isolating. ”
Participants also acknowledged that other voice hearers also found it difficult to talk about 
their experiences, adding to a sense of being isolated in experience or feeling like ‘the only 
one’.
As depicted in emotional response to voices, the experience of voices threatening to harm the 
hearer or others was also linked to social isolation. Participants described actively avoiding 
social interaction due to being fearful of threats to harm made by their voices and the distress 
this caused them. A fear of disclosure, or a sense that others might find out about the content 
of the hearers voices, also appeared to have contributed to the isolation described by group 
members.
Participants also described difficulty in socialising due to their voices being too ‘loud’. As a 
result they talked about finding it hard to focus on conversations and feeling as if  their voices 
were competing for attention. In response to this some group members described using tactics 
such as pretending they had not heard what others was saying in order to explain their 
inability to follow the conversation and feeling that this made them look ‘stupid’ to others. 
The social isolation experienced by group members led to feelings of distress, anxiety, and 
decreased confidence.
• Sense-of-self
Many group members described feeling a sense of lost identity through hearing voices, often 
viewing their experience of hearing voices as defining their personal identity. This appeared 
to come from participants viewing their voice as part of their personality. Again this was
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most distressing for participants who experienced voices telling them to harm themselves or 
others and led participants to feel responsible for their voices. Anna described this:
“I t ’s only evil people that want to kill people, so [...] i f  I ’ve got voices telling me to do 
that then I  must be evil. ”
Participants also described defining themselves by the content of their voices. Often this 
involved negative descriptions o f participant’s physical appearance, abilities, and/or worth and 
commonly led to negative self-beliefs, low self-esteem, and a sense o f loss surrounding group 
members’ ‘old se lf  prior to hearing voices. This sub-theme will be explained further in 
Identity.
2) Group processes
The theme of group processes describes the way in which group members developed a sense 
of shared identity and how this was facilitated. For many this came about through social 
inclusion and a sense of security in meeting other people with similar difficulties. This was 
described as being significant as it was commonly participant’s first experience of being part 
o f a homogenous group. Through meeting others with similar experiences participants 
described being able to get a sense o f their own experience in relation to others.
This theme was broken down into four sub-themes.
• Universality
The recognition of shared experiences was powerful source of relief for group members. 
Participants described feeling validated in their experiences through acknowledgement of 
common difficulties. As a result group members felt that the group was a safer space for them 
to discuss their experiences without being judged. Anna explained this:
“In this group you didn’t have to hold back ‘cos I  knew that [other group members] 
were hearing voices anyway, so that they weren’t likely to sort o f  like judge me [...] I  
think everybody fe lt a little safer talking about their experience because the group sort 
o f  like shared a common bond. ”
This sense of safety and increased understanding from others members within the group was 
highlighted by several participants who indicated that this was unique from previous 
experiences of talking to others who did not hear voices, including mental health
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professionals. Given that participants had previous encounters of being judged by others who 
did not share their experiences, the process o f talking openly about their voices appeared to 
have a significant impact on participant’s confidence.
Participants also described the group environment as helpful in normalizing their experiences 
of hearing voices and removing their sense of isolation. Many participants described feeling 
as if they were unique in their experiences prior to joining the group and therefore felt a great 
sense of relief in discovering that others shared similar difficulties to their own. Adam 
described this;
“I  think I ’d  describe [meeting other people} as a ‘eureka moment’. Thinking eureka,
I ’m not alone!”
For some, this allowed them to challenge their own concept of ‘madness’ and reposition 
themselves as ‘normal’, as Lucy described:
“Hearing voices I  thought ... /  knew I  wasn’t the only one in one way, but in another 
way, because i t ’s happening to you, you fee l that i t ’s ju st -  that you re mad because you 
hear these voices and that there’s something wrong with you. Whereas when I  went to 
the group, I  realized that I  w asn’t an outcast, I  was a person that was in an environment 
where plenty o f  people hear voices. [...] [I was] normal. ”
• Social inclusion
The development of a group identity and the discovery o f shared experiences allowed 
participants to feel a sense of inclusion as a member of a group, rather than isolated in their 
experience. Anna described this:
“Cos a lot o f  people, what people were saying was how I  was feeling so it d idn’t seem so 
bad after that ‘cos I  d idn’t fee l so alone. ”
For many, meeting others with similar experiences had been the motivation for joining the 
group and the majority of participants described this as being a highlight of the group. Group 
members also talked about developing social skills through modeling group processes and as a 
result began to revaluate their capacity for social functioning. However, many participants 
also talked about their motivation for socializing being reduced once therapy groups finished
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and feeling as if their support network had been taken away from them. This will be 
discussed further in Social Identity.
• Catharsis
Many participants described feeling relief from emotional distress through talking about their 
experiences to others. As highlighted in Universality, participants said that they felt increased 
understanding from other group members with similar experiences and therefore felt more 
comfortable talking freely without being judged. As Rachael explained:
“It was nice having someone [...] listen to your experiences. I  think I  found that helpful. 
That you could voice your experience and other people were listening, you know, and, 
you know, er, you know and them saying they had similar experiences. ”
Participants described obtaining relief from feelings of isolation, shame and guilt through 
having their thoughts and feelings validated. In addition, for some, the process of talking to 
others helped to reduce the emotional distress associated with their voices, as Adam 
described:
“I t ’s nice to talk about it sometimes, you know. It releases a bit o f  the anxiety that you 
carry around with you all day, and you get rid o f  the anxiety and it s a help.
Participants not only found the experience of talking openly useful, but also the feedback that 
they received from other group members, which enabled them to revaluate their experiences. 
Again, talking about their voices was seen as unique and a new experience. As Rachael went 
on to say:
“I  felt, fe lt quite a relief, you know, getting it o ff my chest [...] I  don’t normally, you 
know, with my partner I  don’t normally go into everything with him, I  ju st sort o f  say I ’m 
having a bad day [...]. But I  don’t end up going into depth about my hallucinations [...] 
so it was nice to discuss it and, and ah, and have some, you know, feedback o ff o f  it [...]  
and other peoples, listening to other people’s experiences. I  found that really useful. ”
In addition to the empathy other group members provided, participants described benefiting 
from sharing coping strategies with group members. Participants described a positive sense of 
reciprocity within the group, and feelings o f responsibility for other group members. For some 
this came from helping others through sharing coping strategies. For others, the sense of
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reciprocity related to how their own behaviours would impact the group. For example, 
Patricia described not wanting to self-harm as she felt that doing so would encourage others:
“I  didn’t se lf harm and everyone started clapping and I  was just, um, relieved that I  hadn ’t 
done it, you know because I  think some people thought I  would. You know, because I  was 
ju st so unwell and I  thought no. I ’m not going to go in there with my wrist bandaged- no 
way am I  going to walk into a room with all these people that have been in the same 
situation as me and haven’t done it. So i f  I  do it then it might think they can do it, you 
know [...] I  didn’t want to fee l that i f  I ’d  given in then they would as well. ”
• Others function  as poin t o f  comparison
Meeting others with shared experiences allowed participants to consider themselves in 
relation to other group members. This included learning new skills and coping strategies, but 
also using other group members as a point of comparison. Given that this was often the first 
time participants had met other voice hearers, this was seen as being an important group 
process. Interestingly, such comparisons often made group members feel optimistic in their 
experiences -  viewing their own experience of voices as less distressing than others. Susan 
described this:
“Cos when your negative you think “oh my god, this is really awful” you know, “I ’m the 
only person whose got it [...] but when I  came to the group and heard all the others 
what problems they had I  thought to m yself your not worse o ff as you think you are!”
This allowed participants not only to re-evaluate the emotional impact of their voices but also 
increased perceived ability to cope. For example Jason talked about how his understanding of 
his ability to cope with his voices changed during the group:
Jason: I  gained from  coming to the group.
Interviewer: Okay. What did you gain?
Jason: Further knowledge [...] A realization that I  was-wasn’t doing as badly as I  
thought I  was.[...j That I  was coping better than I  thought I  was. [...] Listening to other 
people’s experiences [...] and comparing how I  fe lt with how they said they felt. [...] I  
fe lt pleased that, ah, I  was doing better than I  thought I  was.
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Through having their own perceptions challenged group members talked about gaining 
confidence in their ability to cope and described greater optimism about the future with
voices.
3) Experience of attending group
This theme describes participants thought and expectations about the group, the difficulties 
they experienced in attending the group, and the process by which they overcame these 
difficulties. Participants appeared to have used the group as a method of positive risk taking, 
by which they felt it was an environment in which they could practice standing up to their 
voices and socialising.
The theme of Experience o f  attending group was divided into five sub-themes.
• Expectations
In general, participants described having mainly negative expectations about the group and 
feeling apprehensive as to whether or the group would be able to help them. This seemed to 
be linked to general beliefs about the efficacy of treatment for voices and related to previous 
experiences of professional support being unhelpful. Anna described this:
“I  think I  was a bit apprehensive at first, as to whether it would work at all, because I ’d  
been through so many other ways o f  trying to cope with it and they’ve all fa iled  then you 
know so um well what’s going to be different about this one. ”
Despite these apprehensions, participants commonly talked about having a number o f hopes 
about the group. In particular, group members described hoping that the group would be able 
to provide them with coping strategies for dealing with the voices and increased knowledge 
about the experience of hearing voices. Interestingly, very few group members talked about 
hoping that the group would eliminate their voices completely, but instead spoke about 
wanting to learn how to cope with their voices better. Phil described this:
Phil: I  knew it wouldn't help the, er, take the voices away, but I  thought it would help 
[...] with the voices.
Interviewer: Okay, and help in what way?
Phil: Well, y-y-you know maybe ease 'em o ff a bit
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In addition, some group members talked about wanting to gain some distance from their 
voices, or to make them ‘quieter’ in some way. For example, Susan said:
“I  was hoping that [the group] would um distance the voices. That they wouldn ’t be so 
near in my mind. ”
• Difficulty attending group 
Many group members talked about experiencing difficulties in attending the group. For some, 
this difficulty was related to their voices telling them not to attend the group, threatening 
them, or telling them that the group would be unhelpful. Group members also described their 
voices telling them that others in the group would be unfriendly, or judge them.
Some participants described feeling that their voices did not want them to attend the group, as 
they were ‘intimidated’. Others talked about their voices threatening them with punishment 
for group attendance, usually getting ‘worse’ if participants attended the group. Again the 
process of Universality appeared to be useful in facilitating participation. Anna described 
this:
“I  think the first group was really, really difficult because my voices were telling me not 
to go and I  think, um, I  wasn’t alone in that [...] The voices were really bad all day. [...]  
You know I  expected that any way, so, and I  wasn’t the only one. I  think it helped the 
fa c t that I  w asn’t the only one that was having the same problem. ”
In addition to difficulties attending the group due to voices, some participants described 
finding the group difficult due to feelings of anxiety. Others described apprehensions around 
their ability to cope with the group or that they would find the content of the group too 
distressing.
• Positive risk taking
When asked what had motivated them to attend the group, despite the anticipated distress, 
participants often described using the group as a place that they could test their ability to cope 
with voices. As described in the sub-theme Social Isolation, group members described 
becoming increasingly isolated and fearful of social interaction. For many therefore, the group 
appeared to be a place in which they could take positive-risks and carry out their own graded 
exposure to a feared activity in a ‘safe’ environment. Having others to compare their 
experiences with in the group allowed participants to feel supported in their experiences
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sought to motivate and encouraged continued participation, despite the difficulties. Patricia 
described this:
Patricia: My voices were really bad and they d idn’t want me to go [...]
Interviewer: How did you overcome that?
Patricia: Well, I  ju st thought [...] other people in the group had the same problem in 
different-different levels and they were there and I  thought well i f  they can do it, I  can 
do it. You know and I  thought no I ’m going to do this, you know, because I  ju st didn’t 
want to give in, you know, and I ’m quite stubborn by nature and I  thought i f  I  don’t go 
the-the voices have won.
Attending the group therefore provided participants with a sense of achievement and appeared 
to facilitate a sense of increased power over voices. However, the difficulty participants felt 
in attending was highlighted by some group members who described having to use anxiolitic 
medication in order to be able to attend the group. Others described becoming emotional 
overwhelmed after attending groups. Through continued attendance, however, participants 
described becoming less fearful and anxious about the group and more able to engage with 
other group members and the content.
• Group was a positive experience 
Despite having negative expectations preceding the group, all participants universally reported 
being retrospectively happy that they attended the group. Other group members were 
attributed with making the group a positive experience, where participants felt welcomed. 
Again, being able to share experiences within the group was related to positive views o f the 
group.
Many group members also highlighted the important role that the facilitators had played in 
making therapy groups a positive experience. In particular, participants described facilitators’ 
patience as being key in supporting attendance. Group members described feeling that it was 
important for them to not feel pressurized and felt that facilitators had supported them to work 
at their own pace. For some, this was markedly distinct from previous experiences, with 
participants describing being pressurized to engage with particular treatments (e.g. take 
certain medication) and feeling that they were ietting others down’ by not getting ‘better’, as 
outlined by Patricia:
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Patricia: [Facilitators patience] was important to me because Fve been -  obviously Fve 
had a lot o f  involvement with mental health agencies and some o f  the people that Fve 
had look-looking after me haven't been as-as patient as I  thought they should have been. 
Interviewer: Right.
AD: So it -  in actual fa c t they made me worse rather than make me fee l better.
Interviewer: Could you tell me a bit more about that?
AD: Yeah, it was like they’d  say “y o u ’ve got to pull yourself together” and, um, “are 
you taking your medication?” And I  said “o f  course I ’m taking my medication!” Then 
[they would say] “why are you feeling like this? ”
Many participants described feeling a sense of loss that the group had ended and a wish for 
the group to have continued for longer.
• Sense that this was something different 
Many participants described feeling that the group was in some way different from previous 
experiences of therapeutic support. In particular participants found the content of the group 
unusual and described being initially skeptical of advice given by facilitators, specifically ideas 
around acceptance of voices through mindfulness. Lucy described this:
“We learnt to, um, not pu t our voices out o f  our head, but work with them rather than 
try and get rid o f  them, which I  found a bit bizarre to start with [...] ‘cos I  had always 
been taught to try and get rid o f  them, but they-they said don t try and get rid o f  them, 
work with them. ”
Some group members found this initially off putting and described being fearful of 
engaging with their voices, as Patricia explained:
“It was hard work and it was scary you know and I ’m thinking w hat’s she talking about, 
you ’re not supposed to listen to your voices, you ’re supposed to ignore them!”
Whilst acceptance of the voice hearing experience was initially viewed with skepticism, 
many participants talked about their surprise in finding that it helped reduce distress 
associated with hearing voices. Group members described feeling better able to engage 
with their voices, and spent less time struggling or fighting with them.
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4) Learning to cope with voices
This theme describes the process in which participants started to develop strategies to enable 
them to cope with their voices. This included learning new coping strategies within the group 
and replacing negative coping strategies with positive ones. Through increased insight and 
coping mechanisms, participants gained a sense of increased power over their voices, which 
allowed them to reconsider their future with voices.
This theme has been divided into five sub-themes.
• Coping strategies
Throughout the course of therapy participants described acquiring coping strategies, such as 
goal setting, positive self-statements, and self-care, as well as strengthening current coping 
strategies. Prior to the group, participants mainly talked about using medication, distraction 
techniques, or compliance with voices in order to reduce the distress associated with their 
voice. Participants also described negative coping mechanisms, for example Adam described 
how prior to taking part in the group he had used alcohol as a means of coping:
“Well I ’m not drinking as much [...] I  ju st used to drink every day. Cos it was a way o f  
coping. [...] Self-medication so to speak. [...] Cos when I  used to drink to excess, the 
voices would go blurry [...] and less hostile. ”
Unhelpful coping strategies led to increased isolation and negative beliefs about ability to 
cope and a future with voices as well as enforcing participant’s beliefs about being severely 
unwell. Through developing new coping strategies, participants reported feeling less 
distressed by their voices, better about themselves, and more able to engage socially with 
others.
• Mindfulness
Many group members highlighted mindfulness as being a prominent coping strategy. Group 
members described a variety of benefits from mindfulness, including increased acceptance of 
voices and feeling as if  their voices became quieter, more distant, less of a battle, and less 
negative towards them. Doing so led to increased confidence and perceived ability to cope 
with voices. Anna described this:
“Um, the voices are still quite bad now, so, but I  have ways o f  dealing with them now, 
which I  didn’t have before like, like the mindfulness practice, so i f  things get to much,
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which they often do, then I ’ll do a mindfulness and sort o f  like give myself a break for, 
fo r  15 minutes. [...] Which doesn’t sound a lot, but i t ’s sort o f  like, when your used to 
you know listening to them all the time [...] 15 minutes is like a lifetime. ”
Some participants described difficulties in using mindfulness, despite finding it beneficial as 
they found the technique initially distressing. However, with persistence most participants 
described becoming accustomed to the technique and finding it easier. Only one participant 
(Phil) talked about not finding mindfulness helpful, preferring instead to use distraction 
techniques to cope with his voices. Some participants described their voices not wanting them 
to use mindfulness due to the positive impact it had on group members’ sense of control and 
ability to cope with voices. Greg described this:
Greg: My voice doesn ’t like [...] me using mi-mindfulness.
Interviewer: Right.
Greg: Because it wants me to be scared o f  it.
Interviewer: Right. So does the mindfulness affect how scared you are o f  the voice?
Greg: [...] yes it does.[...J When I ’m in state o f  mindfulness I ’m able to ... I ’m able to 
answer its questions much more. [...] Whereas i f  I ’m scared it - I, um, I  fin d  it much 
harder to do deal with, um. I fe e l tense, generally uncomfortable.
Many participants talked about continued use of mindfulness outside of the group and felt that 
it was a positive coping mechanism to use after the group had come to an end.
• Increased understanding 
During the course o f therapy, many group members described developing increased 
understanding of their experience of hearing voices. This included knowledge of what made 
coping with their voices easier or worse. For example Anna talked about realizing that when 
she didn’t talk to people and ‘bottled up’ her problems her voices became worse. Similarly, 
Lucy described developing an understanding of what made things better for her:
“I  learnt to work with the voices, put a positive next to a negative, [...] i f  they told me to 
harm myself, then I  would say “they don’t mean i t”, “i t ’s ju st a voice”, yeah, it, “carry 
on, but don’t listen to i t”. So, i t ’s like a spiral really, you don’t work against them, you  
work with them and you, um ... learn to have a conversation with them, rather than a 
battle with them. ”
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Participants also gained knowledge about their own strengths and weaknesses and seemed 
able to acknowledge both positive and negative aspects of themselves. As a result group 
members described being less critical or blaming of themselves through acceptance that they 
were likely to find some activities more difficult than others. This allowed group members to 
move from a position o f self-blame to a kinder more accepting stance, removing some of the 
negative emotional responses to voices.
• Strength/power over voices 
As group members developed increased understanding and confidence, they experienced a 
shift in perception o f the power that their voices held over them. As highlighted in the sub­
theme Control and Power, group members often viewed themselves as powerless to their 
voices. During therapy, participants felt better able to stand up to their voices and therefore 
felt less controlled by them. Jason described this:
“One thing I  learnt was [...] that I  could take a stand against [the voices]. ... Not 
necessarily allow them to overtake me -  to control me. ”
This was significant for many participants as following their voice’s instructions had led them 
to carry out harmful or dangerous behaviours. The process by which perceptions o f power 
changed appeared to be related to beliefs about the omnipotence of voices and their ability to 
harm, with many participants feeling less likely to believe threats given by their voices. 
Rachael describes this change:
“I t ’s made me stronger, in the fa c t that, um, i f  I  do get the voices again badly not to 
listen to them, and not to - not to believe everything they say. So that’s one positive 
aspect o f  it. Because before I  ju s t used to believe everything they’d  say and then follow  
their instructions and it used to get me into trouble [...] i f  I  was to get the voices again 
badly I ’d  know not to listen to them and not to take notice o f  them as much. ”
Whilst group members described increased confidence and power, they also acknowledged 
that this change was not absolute. As outlined in Difficulty attending the group, many 
participants described their voices becoming louder and more punishing following each 
group. Group members therefore qualified changes in power within the context of their 
voices still being difficult.
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• Future with voices
Through the course of therapy, many group members described a change in the way they 
thought about the future. In particular group members reported increased feelings o f hope, and 
that it was possible for their experience of hearing voices to become less distressing. As 
described in the theme Emotional response to voices, prior to the group participants had 
described feeling hopeless about the future. The instillation of hope therefore represented a 
significant change to group members thoughts about the future. Anna described this:
“Um, quite happy really, cos it means that [...] there is hope out there that, you know, 
things will get better cos before I  was thinking, well nothings working and, you know, 
and I ’m ju st stuck in a rut and I ’m feeling really crap and [...] I  don’t really want to fee l  
like this. So, I ’ve got a bit more hope in my life now. ”
Juxtaposed with participants increased acceptance of the voice hearing experience, was group 
member’s emphasis on their lives still being difficult. This was commonly reflected in 
qualifying language during interviews, whereby group members would contextualize feeling 
better within the distress they still experienced or use minimizing language.
In addition to qualifying their experience, participants also talked about being apprehensive 
about returning to ‘square one’, or to the way they coped with voices prior to joining the 
group. Indeed, many of those interviewed expressed concern that the positive effects o f the 
group were ‘wearing o ff . Some group members expressed a desire for a refresher, or 
‘booster’ session to enhance these effects and others talked about feeling as if  the group would 
have been more beneficial to them if it had been longer in order to give them more time to 
adjust to the positive learning that had taken place.
5) Identity
This theme summarises changes that participants described to their sense-of-self and social 
identity during therapy. Participants described having altered perspectives of their self-
identity, through normalization of the voice hearing experience and developing a sense of
themselves as separate from their voices. This allowed participants to reposition themselves 
outside of their diagnosis, reducing the blame associated with their experience. Participants 
also described revaluating their capacity for social functioning through taking part in therapy 
groups and developing increased social confidence.
The theme of Identity has been divided into two sub-themes.
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• Self-identity
Through participation in therapy groups, participants described developing a new 
understanding of their self-identity beyond their experience of hearing voices. As described in 
Sense-of-self prior to the group several participants had described feeling a sense o f lost self- 
identity through the experience of hearing voices, often feeling defined by their diagnosis of 
psychosis or the content of their voices. The process of being in the group and having their 
experiences normalized helped group members to develop a new understanding of themselves 
as a person who experienced voices, rather than being defined by their voices and therefore 
reconnect with a self-concept as separate from their symptoms. This had a positive effect on 
participants’ mood. Rachael described this:
“I  fee l that, that, you know, that l a m a  person at the end o f  it, even despite these voices.
I ’m still, you know, Rachael and I ’m still a person, still have my own, my identity. But, 
um, I  was beginning to loose that a bit, you know before I  did the group. You know, I  
was beginning to loose my identity ju st seeing myself as a, constantly as an ill person -  
mentally ill person and I  was becoming very depressed by that. ”
The development of a stronger sense-of-self appeared to come from a number o f different 
routes. For some, acquiring coping strategies and the subsequent feeling of increased 
strength/power over voices was seen as being important in facilitating separation of voices 
from self. This gave group members hope about the impact that voices would have on their 
future lives, and their own ability to control this. For others, the process of being involved in 
the group and hearing feedback from other group members aided a stronger sense-of-self as it 
allowed participants to revaluate views of themselves as evil, or in some way to blame for 
their voices. Through having negative beliefs about their self-concept challenged and having 
their feelings validated by other group members, participants were provided with a different 
perspective as an alternative to the insular views they had developed through being isolated in 
their experiences. This was particularly important for group members who experienced their 
voices telling them to harm themselves or others. Anna described the impact that receiving 
feedback from other group members had on her beliefs about herself:
“I  think it did affect the way I  was feeling about m yself because um, mainly because o f  
the group sort o f  like feeling the same as I  did, cos one thing is i f  you hear voices that 
tell you to kill people you fee l quite evil and quite horrible as a person and to ju st have 
somebody saying “well no you, i t ’s not you that’s evil it s the voices [...] so I  didn t 
fee l quite as bad about myself. ’’
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Participation in therapy groups also allowed some group members to revaluate beliefs around 
hearing voices and the concept of ‘madness’. Through repositioning their experiences outside 
of an illness model, participants started to feel less stigmatized and began to view themselves 
as ‘normal’. For others, this came from developing a more secure sense-of-self, as described 
by Tom:
Tom: I'm normal and stable now.
Interviewer: You're normal and stable?
Tom: Um hmm.
Interviewer: That's how you, how you think o fyourself now?
Tom: Uh huh.
Interviewer: And what makes you normal and stable?
Tom: Um, knowing who I  am basically.
In addition to having their views about themselves in relation to their voices challenged, group 
members also described having negative views about their character and qualities challenged 
within the group. In particular, participants described the experience of sharing positive 
qualities with other group members, and their surprise at the positive feedback they received. 
Such feedback provided participants with an alternative view of the self to the one often 
presented by their voices. As a result, group members were again encouraged to reconstruct 
negative views o f them self, and develop a more balanced sense-of-self, which positively 
impacted their self-esteem. Jason described developing a more balanced view of him self:
“People have good points and bad points. [...] And even though the voices don't really
-  they tell me about my bad points. I ’ve still got good points as well. [...] And i t ’s ...
trying to remember those good points. ’’
• Social identity
Another area participants described benefiting from therapy groups was in revaluating their 
social identity and capacity for social functioning. As outlined in the sub-theme Social 
isolation, prior to therapy groups many participants had described feeling isolated in their 
experience and avoided socializing with others. By engaging socially within therapy groups 
and receiving positive feedback from group members, this had a positive impact on 
participants’ social confidence.
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For many, the feeling of being able to talk ‘safely’ within the group facilitated this as it gave 
group members a positive experience of talking to others, which they were able to model 
outside of the group. Group members also described feeling more able to accept, or feel 
worthy of, support from others through removal of the blame associated with hearing voices. 
By continuing talking to others about their (often distressing) experiences outside of the 
group, group members described positive changes to their personal relationships and less 
isolated in their experience of hearing voices. Rachael described this:
“I  found my relationship with my boyfriend a little better. [...] I  had it out with him one 
day, I  said that, you know he didn’t listen to me [...]. So we had a really good  
discussion one night and er, I  told him all about, er, um, we discussed, um, I  was abused 
as a little girl, sexually abused and I  talked this out with Danny and um, we really had a 
good conversation about it. And I  told him all about the hallucinations and how they 
affected me, what I ’m seeing and, er, I  found that I ’ve got a little closer to him, I  m a 
little closer with him now and I  fee l that, not so frightened to talk to him about things, 
you know, i f  I  have a bad day what I ’m experiencing. ”
The development of increased strength/power over voices also appeared to be modeled onto 
social situations, where participants talked about becoming more assertive about expressing 
their needs. For others, the use of mindfulness, and the positive impact this had on reducing 
voices and anxiety, made group members feel better able to concentrate on conversations with 
others and engage socially with them. As a result, participants described a shift from seeing 
them self as an isolated individual, who’s social identity was defined by their voices, to a 
person who was ‘open’ to socializing with others. Through developing a more open social 
identity, group members described changing their socializing behaviour outside of the group 
context. For example, a number of participants talked about remaining in contact with other 
group members, and arranging to meet up socially or speak to each other on the phone. 
Others talked about improved socialization with family members or friends, as Anna 
described:
“Um, I  think I ’m more -more open at the moment. [...] I  tend to talk to people a lot 
more. [...] Whereas before I -1  was quite reclusive before. Now I ’m sort o f  like, I  go to 
my parents quite often, which is something I  didn’t do before. [...] And I  tend to phone  
my mum quite a lot now, so. I, I  go out with friends a lot more. [...] Which is again 
something I  d idn’t do before. ’’
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Group members also appeared to model the positive experience of testing their ability to cope 
in social situations outside o f the therapeutic environment in a form of continued graded 
exposure. For example, a number of participants talked about planning to join other social or 
therapeutic groups as a ‘test’ of their ability to cope with such situations as described by 
Susan;
“1 think I ’ll come to the coffee morning here. [...] Just socialize a bit with other people
- 1 just want to see how I  react a bit to it, i f  I ’m ready fo r  it. ”
However, all participants did not share this motivation for continued socializing. As 
outlined in the sub-theme Social inclusion, some group members described a sense of 
fragility around their social-identity as being dependent on the group. As a result, once 
therapy groups had finished these participants felt that their social support network had 
been taken away, therefore reducing their motivation for continued socializing. This left 
group members feeling low in mood and fearful that they would return to being isolated and 
unable to cope with their voices.
Participant feedback and validation
As noted, participants were approached to comment on the themes identified in the data. Of 
those contacted, five provided written feedback (e.g. Appendix XI). All participants’ who 
responded said that the themes captured their experience fully. For example, group members 
wrote: “/  was pleased with what I  read' and “the summary was very refreshing, it made me 
fee l that I ’m not alone with how I  fee l about my voices". In addition, expert validation was 
accessed through consultation with a clinical specialist who was proficient in PBCT for 
distressing voices. This feedback was also positive, with no aspect o f the themes or sub­
themes identified as being idiosyncratic, however, some of the sub-themes within impact o f  
hearing voices and experience o f  attending the group were identified as overlapping, therefore 
feedback was used to inform analysis through refinement of these sub-themes. For example, 
the original analysis included two sub-themes within Group processes o f universality and 
normalization, which were merged into the final sub-theme universality due to feedback that 
these themes overlapped significantly.
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DISCUSSION
The current research aimed to explore service users’ experiences of group-based PBCT for 
distressing voices. Individual interviews were conducted with group members and analyzed 
using Thematic Analysis. Five common themes were identified; 1) Impact o f  hearing voices',
2) Group processes', 3) Experience o f  attending group', 4) Learning to cope 'with voices, and
5) Identity. From these themes, impact o f  hearing voices and experience o f  attending the 
group can be seen to represent participants’ experiences prior to taking part in the group, 
including the symptomatic meaning group members attributed to the voice hearing 
experiences. In contrast, the themes of group processes, learning to cope with voices, and 
identity illustrate changes to participants’ symptomatic meaning and psychological distress 
associated with hearing voices, as well as beliefs about the self. These are consistent with the 
emphasis on acceptance of voices and self within the PBCT model. Each of the themes will 
be discussed in relation to current literature, within the context of a cognitive-behavioural 
model of psychosis and the domains of PBCT, in order to explore participants understanding 
of therapy processes and experience of change.
Impact o f hearing voices
This theme described participants’ experiences of hearing voices and the emotional distress 
and behavioural impact that voices had on their lives.
In line with previous findings, group members held beliefs about the omnipotence and 
purpose of their voices, which was associated with emotional distress (Chadwick et al., 1996). 
Participants also described beliefs about the consequences of obedience and disobedience to 
voice commands, and described a variety of compliance behaviours (Beck-Sander et al., 
1997). Such experiences are in line with Chadwick et al.’s (1996) ABC model o f psychosis, 
whereby the schematic meaning (B) participants attributed to their voices (A) is associated 
with emotional distress and related behaviours (C). This would suggest that the emotional 
responses to voices described by participants in the current study reflected the meaning they 
gave to their voices, as opposed to purely the internal experience of hearing voices.
The present findings also fit with research to show that emotional distress is linked to 
cognitive appraisals of the ‘diagnosis’ of psychosis rather than secondary symptoms of 
psychosis (Birchwood et al., 2000b; 2007; Iqbal, et a l ,  2000). Such findings suggests that 
individuals who experience emotional distress have a heightened awareness o f their ‘illness’ 
(Iqbal et a l, 2000) and that perceived loss o f social positioning, shame, and stigma are
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associated with distress and social anxiety (Birchwood et a l, 2007). Based on an 
evolutionary model of ‘social rank’ (Gilbert, 2002), such literature proposes that when an 
individual feels threatened or rejected they initiate defense mechanisms in which they ‘down- 
rank’ and yield or comply with others (Iqbal et al., 2000). As such, feelings of subordination 
are represented internally as well as manifested externally within social relationships, leaving 
individuals more attuned to future threats (Birchwood et a l,  2007). In the present study, group 
members described having an acute awareness o f the stigma associated with hearing voices 
and potential social rejection, with participants describing being judged or negatively labeled 
by others. Given that there is evidence to show that that those with mental illness, and 
particularly those experiencing psychosis, are subject to heightened social stigma (Corrigan & 
Watson, 2002), it is understandable that group members describe experiences of being judged, 
and therefore difficult to conclude if  such awareness is subjectively heightened or an objective 
experience.
Dynamics of power differentials between the voice hearer and their voices were evident in the 
majority o f interviews. Group members described relating to their voices as a dominant other 
and this relationship was representative of their perceived social status. This supports research 
showing that perceived power differentials between the hearer and their voice are significantly 
related to perceived power differential between hearer and others in their social world 
(Birchwood et a l, 2000a). There was also evidence to support the notion of proximity as a 
dimension of relating to voices, in line with Hayward’s (2003) theory of interpersonal relating 
between voice and hearer occurring along the dimensions o f both power and proximity 
(Birchnell, 1994). In the current study, group members described a maladaptive style of 
relating in which their voices were characterized as dominant, intrusive, possessive, and 
discouraging of other close relationships (voice uppemess and closeness). In contrast, voice 
hearers described a submissive style of relating to their voices characterized by 
suspiciousness, acquiescence, and social withdrawal. Such methods o f relating were 
associated with distress, as is consistent with the findings of Vaughan and Fowler (2004).
Group processes
This theme described participants’ experiences of the group process and the factors that were 
important for facilitating change. This included meeting others with similar experiences and 
talking about their difficulties in a non-judgmental, supportive group environment.
There is extensive literature surrounding the benefits of group as a format for delivering 
therapy, and a number of prominent theories regarding the therapeutic factors that facilitate
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change (Fehr, 2003). One of the most utilized references for understanding the dynamics of 
psychological change within groups is that of Yalom (1995), who placed therapeutic factors 
into eleven primary categories: imparting o f  information, instillation o f  hope, universality, 
altruism, the corrective recapitulation o f  the primary fam ily group, development o f  socializing 
techniques, imitative behaviour, interpersonal learning, group cohesiveness, catharsis, and 
existential factors. These therapeutic factors were put forward as arbitrary constructs, 
representing different aspects of the change process. Some factors (e.g. universality) 
symbolize something that is learnt within the group and others (e.g. cohesiveness) are seen as 
preconditions for change. As such, Yalom (1995) proposed that, whilst some factors operate 
in every type of therapy group, their interaction, relationship and therapeutic importance 
would vary infinitely amongst different groups.
Participants described a number of beneficial processes that overlap with Yalom’s (1995) 
therapeutic factors when talking about their experiences of the group. The recognition of 
shared experiences through the process of universality was particularly important in reducing 
participants’ senses of isolation and uniqueness in their experience. Feelings o f heightened 
uniqueness are understandable for those experiencing voices, as the potential for discussing 
experiences with others is often reduced for those with severe mental distress due to the 
associated isolation and stigma (Newton et a l, 2007). Therefore, hearing others express 
similar concerns and difficulties was helpful in normalising the voice hearing experience. The 
process of catharsis provided group members with a great sense o f relief from the anxieties 
associated with being unique in their voice hearing experiences. The group context also 
provided a cohesive space where participants felt socially supported, allowing for 
interpersonal feedback and the development of social relationships.
In the present study, such group processes could be seen to have facilitated change within the 
PBCT model’s Zone of Proximal Development (ZoPD) domain schemata (Chadwick, 2006). 
Schemata relates to the distress associated with negative views of the self (negative self 
schemata) and/or others (negative other schemata). These are addressed and seen as being 
experiential or constructed views of the self or others. Within therapy groups, clients are 
encouraged to develop more positive views of the self (positive self schemata) and/or others 
(positive other schemata) and to develop metacognitive perspectives of the self and others as 
evolving processes rather than fixed  (Chadwick, 2006).
As previously noted, being judged and stigmatized were very real and distressing experiences 
for group members. Such experiences may have been constructed into a global and stable
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negative other schemata by group members, whereby ‘others’, including family members and 
friends, were consistently perceived as judgmental. Participation in PBCT groups therefore 
allowed group members to challenge beliefs that others would judge them, facilitating the 
development of more positive schemata about others. Furthermore, there was evidence that 
such proximal development was being maintained and generalized through group members’ 
descriptions of becoming more comfortable talking about their experiences outside of the 
group. Similarly, through normalization of their own experiences within the group, 
participants were encouraged to challenge negative core beliefs about being ‘alone’ and 
‘abnormal’, thereby encouraging positive self schemata and reformulated symbolic self 
(Chadwick, 2006).
Whilst challenging schematic beliefs about the self and others are a key feature of the ZoPD 
within PBCT, the above findings brings into question the extent to which it is necessary to 
explicitly evaluate core beliefs about negative evaluation by others using CBT techniques 
(e.g. behavioural experiments, gathering evidence) and to what extent this happens more 
implicitly through increased socialization as a part of being in a group of voice hearers. In 
previous qualitative evaluations o f CBT and PBCT groups, participants consistently highlight 
the normalizing and destigmatizing effect of the group environment as a safe place to talk and 
leam from others as key processes, yet often the benefits o f specific CBT techniques remain 
less clear (Goodliffe et a l, in press; Newton et a l,  2007). Key elements of CBT, and other 
'third wave’ approaches, are focusing on challenging beliefs about voices, working with 
symptomatic meaning, and relationship with internal experiences. In PBCT, mindfulness is 
the primary method for working with relationship to internal experience. Whilst the benefits 
of mindfulness as a means of working with symptomatic meaning were evident in the current 
study, the main source for change was regularly attributed to socialization with other group 
members.
This may represent a lack of emphasis on evaluation o f experience within PBCT, when 
compared to other ‘rAW wave ' approaches, such as ACT (Hayes et a l,  1999). Based within a 
Relational Frame Theory (RFT) for understanding language and cognition, ACT pays 
particular attention to ‘cognitive fusion’ (i.e. cognitive interpretations of the world) and 
experiential avoidance, and the associated negative behavioural patterns that can lead to 
withdrawal. An explicit aim of the therapy process is to open pathways o f internal experience 
and focus on committed actions and valued goals (Hayes, 2004). Empirical studies of the 
underlying theory and processes have shown strong support for the concept of ‘cognitive 
defusion’ (learning to interpret thoughts, emotions, and memories outside o f contextual
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biases). An RCT exploring the efficacy of ACT in reducing rehospitalisation rates for people 
with psychosis found that ACT produces unusually rapid decreases in the believability of 
psychotic symptoms, without necessarily reducing the frequency of negative thoughts (Bach 
& Hayes, 2002). As such, ACT appears to be addressing core CBT elements of thoughts and 
feelings. In contrast, there is currently limited empirical evidence that group processes 
support development of the self within ACT or that there are specific benefits of mindfulness 
in producing change (Hayes, 2002). Thus, whilst both therapeutic techniques are positioned 
within 'third wave’ CBT approaches and seek to facilitate similar cognitive and emotional 
changes to a persons response to distressing voices, it is possible that PBCT and ACT are 
producing changes at different cognitive levels, with ACT facilitating cognitive change related 
to negative thoughts and PBCT facilitating acceptance and development of self through 
mindfulness practice and reflection. It is therefore worthwhile considering how elements of 
each approach could be jointly applied and incorporated to produce greater cognitive change.
Experience o f attending group
This theme described participants’ expectations about attending PBCT groups and the 
difficulties they experienced in attending. Many participants described having negative 
expectations about the ability of PBCT to facilitate change prior to attending groups. Such 
expectations are significant as research suggests that expectations of help prior to beginning 
therapy are positively correlated with therapy outcomes (Bloch et a l, 1979, Yalom, 1995). In 
the present study, participants negative expectations were primarily related to experiences of 
professional support being unhelpful in the past, and may have reflected metacognitive beliefs 
held by group members about the impact of hearing voices and potential for future change 
(Chadwick, 2006). Despite holding negative expectations, participants paradoxically 
described a number of hopes for the group (e.g. developing coping strategies). These 
expectations suggest that it is the emotional distress associated with hearing voices that group 
members were most interested in addressing, without expectations for elimination of voices 
completely. Such expectations appear to be in line with the ‘recovery’ approach (Chandler & 
Hayward, 2009) and highlight the importance of treatment that promotes reduction o f distress 
and symptoms rather than syndrome.
There was further evidence within this theme of a ‘relational framework’ between hearer and 
voices (Birchwood et a l, 2000a), and the constructs of power and proximity within this 
relationship (Hayward, 2003). Participants described experiencing their voice as a dominant 
‘other’, feeling fearful of non-compliance with voice commands, and wanting to distance 
themselves from their voices. There was also evidence of the positive changes that attending
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the group had on group members’ interpersonal relationships with their voices. For example, 
participants described defying voice commands by attending the group, using the group as a 
means of taking positive risks, and talking about shared experiences with others. As a result, 
participation within the group provided participants with a behavioral experiment to test out 
beliefs about voice-control allowing for the development o f different behavioural response to 
voices (C) within the ABC model (Chadwick et a l, 1996).
Descriptions of negative relating patterns between hearers and voices provide insight to the 
potential barrier that distressing voices can have on hearers’ access to therapy, and to 
treatment in general. With medical research suggesting that approximately one in four people 
with psychosis does not adhere with treatment programmes (Nose, 2003), this represents a 
significant number o f people for whom accessing treatment is difficult. In the current study, 
voice hearers beliefs about the omnipotence of voices and compliance with voice commands 
was the biggest barrier to attending groups, whereas feedback from other group members and 
patience from facilitators was seen as most beneficial to continued attendance. Given that 
‘non-completers’ were not interviewed for the current study it is difficult to conclude what 
impact these factors had on those who dropped out of therapy groups. Future studies would 
benefit from carrying out research with those who do not engage with PBCT to develop a 
greater understanding of the role that voices play as potential barriers to treatment.
Learning to cope with voices
In line with Goodliffe et a l 's  (in press) findings, participants in the present study reported 
increased development of coping strategies to manage their voices. This included greater 
acceptance of voices as well as psychological understanding of their experiences.
Psychological research into the use of coping strategies in those who experience voices has 
shown that there is widespread difference in the use of strategies amongst individuals (Farhall 
et a l, 2007). In general, research suggests that ‘resistant’ methods of coping (i.e. distraction 
and suppression) are associated with increased distress when compared to ‘acceptance’ 
strategies (i.e. acknowledgement of voice presence without resistance) (Farhall et a l, 2007; 
Romme & Escher, 1993). Furthermore, resistant methods of coping have been found to be 
associated with reduced perceived control of voices compared to acceptance strategies 
(Farhall & Gehrke, 1997).
Within the current study, development of acceptance-based strategies and reduction in 
resistant coping strategies was seen as being a key part of recovery. Contrary to the findings
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of Goodliffe et al. (in press), however, the use of mindfulness and its associated processes of 
‘decentred awareness’ and acceptance of experience was foregrounded by participants as 
being a primary coping mechanism developed within the group, promoting reduced distress 
associated with voices and increased perceived control. Mindfulness is a cognitive process of 
awareness “that emerges through paying attention on purpose, in the present moment, and 
nonjudgmentally to the unfolding experience moment by moment" (Kabat-Zinn, 2003, p 145). 
As noted in the introduction, mindfulness represents a key aspect of PBCT and is the primary 
method used for working with relationship to the voice hearing experience within the ZoPD 
(Chadwick, 2006). Mindfulness offers an alternative way of responding to voices through 
acceptance of upsetting experience, which is encouraged within PCBT by bringing 
‘decentered awareness’ to psychotic sensations. Participants in the current study had taken 
part in an extended PBCT group protocol, which allowed greater time for mindfulness 
practice compared to those that had taken part in the 9-session groups in the Goodliffe et al. 
(in press) study, which is likely to account for the increased focus on mindfulness described 
by participants. Participants also described finding mindfulness initially distressing and 
needed time to adjust to mindfulness techniques and concepts. This suggests that the 
extended group format is beneficial in giving group members adequate time to practice 
mindfulness techniques and promote metacognitive insight and acceptance.
Increased acceptance and development of coping strategies appeared to have an impact on 
group members’ perceptions about power differentials and the extent to which their actions 
were controlled by voices. Participants also described specific changes to their beliefs about 
the potential for voices to cause harm to themselves or others. The process of universality and 
use of mindfulness appear to have facilitated this change, whereby group members described 
feeling better able to cope with their voices, more confident challenging their voices, and 
therefore able to revaluate themselves in relation to their voices. Such revaluations o f power 
would suggest post-group shift in the cognitive meaning (B) given to voices (A), which results 
in reduced voice-related distress (C) (Chadwick et a l, 1996). This highlights the benefits of 
mindfulness within PBCT techniques and the group environment in facilitating metacognitive 
understanding and acceptance of voices (Chadwick, 2006).
Additionally, group members described an increased sense of hope for the future and their 
ability to cope with hearing voices. This is significant as research exploring therapeutic 
factors in groups for those who experience psychosis found that instillation o f hope was the 
therapeutic factor ranked most highly (Gonzalez de Chavez, 2000). Furthermore, research 
suggests that hopelessness in those with psychosis is a significant barrier to recovery (Lysaker
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et a l, 2008; Salyers & Macy, 2005) and is associated with depression and risk of suicide 
(Parcel Forintos & Kiss, 2008). The instillation of hope was attributed to increased 
acceptance of voices, development of coping strategies and perceived control over voices. 
This highlights the importance o f hope in the process of recovery.
Identity
The theme of identity describes the process by which group members developed and 
reconstructed their sense of self-identity through separation of the self from psychotic 
symptoms, as well as developing a more active social-self.
Self-identity
As described in the introduction, the concept of self in relation to severe mental illness has 
received a great deal of interest. Research suggests that the process of rediscovering and 
rebuilding an enduring sense-of-self is an important aspect o f recovery from metal illness 
(Davidson & Strauss, 1992). Within the current study, there was evidence of group members 
entering therapy with reduced sense-of-self and feeling defined by their ‘diagnosis’. 
Participants described feelings of low self-worth, social stigma, and withdrawal through their 
experience of hearing voices. This supports research showing that self-identity is negatively 
impacted (or ‘engulfed’) by the symptoms of psychosis and associated stigma (McCay et a l, 
2006). Through the course of therapy participants described developing an increased ability 
to cope with their voices, increased sense of control, and hope for the future. These were seen 
as contributing to a sense of themselves as separate from, and less defined by, their voices.
In a study reviewing published experiential accounts of those in recovery from psychosis, 
Andresen et a l  (2003) explored psychological aspects of sense-of-self in the recovery 
process. Four key components of recovery were found to be important; finding hope\ 
redefining identity; finding meaning in life; and Xaking responsibility fo r  recovery. 
Incorporating these components, the authors conceptualized a five-stage model o f recovery: 1) 
Moratorium, characterized by denial, confusion, hopelessness, identity confusion, and self­
protected withdrawal; 2) Awareness, in which the person has a first experience o f hope and 
awareness of a possible alternative ‘se lf separate to symptoms of psychosis; 3) Preparation, 
in which the person resolves to work towards recovery, takes stock of the ‘s e lf , becomes 
aware o f their own strengths and weaknesses, develops increased knowledge o f mental illness, 
becomes involved in groups and connects with peers; 4) Rebuilding, whereby a person takes 
responsibility for managing their illness and recovery; 5) Growth, whereby the person is able 
to manage symptoms, has a greater belief in their own ability to cope. This five-stage model
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has recently been investigated for validity by Weeks et al. (2010), who found evidence to 
support validity o f the model, however cluster effects suggested that the model could be 
reduced to three stages, with preparation, rebuilding, and growth being closely correlated.
Participants in the current study described aspects of Andresen et al. ’s (2003) model within 
the recovery process. As described in impact o f  hearing voices, group members entered 
therapy in a stage similar to that of moratorium, describing feelings o f hopelessness, lost 
identity, and withdrawal. Through the experience o f  attending groups and group processes 
participants developed awareness of a sense-of-self as separate to voices, and by learning to 
cope with voices group members can be seen to have entered a stage of preparation and 
growth, whereby they connected with peers, developed increased understanding of the 
experience of hearing voices, awareness of their own strengths and weaknesses, began to take 
stock of the ‘se lf and developed greater belief in their ability to cope with voices.
As previously discussed, the notions of self-acceptance and symbolic self are key domains of 
the ZoPD (Chadwick, 2006). Within therapy groups, clients are encouraged to adopt a 
metacognitive perspective o f the self (symbolic self) as an evolving process as opposed to a 
fixed  entity, encouraging clients to view negative self-schema as experiences of the self, rather 
than ‘the se lf  (Chadwick, 2006). Contrary to Goodliffe et al.'s (in press) findings, 
perspectives of symbolic self were described by group members in the present study. Through 
participation in the group and feedback from other group members, participants described 
gaining awareness of the self as a process, integrating both positive and negative aspects of 
the self, and developing acceptance of both as experiences of the self. This again, is likely to 
reflect the extended PBCT protocol used within the current study, which may have allowed 
greater time to focus on aspects of symbolic self within the model.
Social Identity
Group members also described revaluating their social identity and capacity for social 
functioning through increased socialization within therapy groups.
The importance of socialization in recovery from psychosis has received a great deal of 
interest (Davidson et a l, 2001). As a ‘negative symptom’ o f a diagnosis of schizophrenia 
(DSM-IV, APA, 2000), asociality, or a preference for social isolation, is commonly associated 
with those who experience psychosis. As Davidson and colleagues (2001) note, however, the 
desire to be with others is an inherently human quality, not unique to those with good mental 
health. Thus, whilst mental ill health is undoubtedly associated with isolation, Davidson et a l
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(2001) argue that no matter how isolated or unwell a person becomes, they maintain an 
interest in social relationships and a desire for companionship. Indeed, in a study exploring 
the impact of social relationships on recovery from first-episode psychosis, Macdonald et a l  
(2005) found that participants valued social relationships, and reported a preference for 
spending time with people who had similar experiences to their own, who had an 
understanding of them, and with whom they shared a mutual trust. Davidson et a l  (2001), 
therefore argue that social inclusion, as well as meaningful activity and hopefulness, are not 
treatment outcomes, but rather prerequisites for treatment to work. Such findings highlight 
the importance of socialization and the group environment as a space for recovery.
Relationship between themes
In exploring each of the themes, both within the results and above discussion, there has been 
an attempt to explore how the themes interrelate to one another and the possible mechanisms 
for change. This has been summarized visually in Figure 1.
Within the diagram, the characteristics of hearing voices can be seen to represent the 
contextual experiences of hearing voices, including participants emotional distress, feelings of 
isolation, powerlessness, and loss of identity. The experience o f attending therapy groups and 
the group processes allowed participants to develop greater understanding and acceptance of 
the voice hearing experience. As a result group members spent less time resisting and trying 
to distance themselves from their voices. Through acceptance o f voices and group 
experiences participants were also able to challenge beliefs about the omnipotence, identity, 
and purpose of their voices, and beliefs about the consequences of obedience and 
disobedience to voice commands. In addition, the group provided a social environment in 
which group members were able to revaluate their capacity for social functioning and discuss 
their experiences with others. By increased socialization and decreased feelings of stigma, 
group members were able to revaluate themselves through feedback from others and therefore 
develop a more functional sense-of-self beyond their voices.
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Figure 1. Diagrammatic representation of the relationship between themes and
underlying processes.
Reflections and critique
The selection of participants for this study focused on those who were considered 
‘completers’ in an attempt to produce a rich data set upon which to base the analysis. This
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method of participant selection could be considered a limitation as it potentially excluded 
those who chose to discontinue group attendance, or did not respond well to therapy. In 
addition, of those that did complete the group (n=23), only 10 chose to participate in the study 
(43.5%), raising the possibility of a potential bias in those who felt able to discuss their 
experiences. Similarly, participant feedback was taken in the weeks following completion of 
therapy in order to facilitate group member’s memory of their experiences. Whilst this was 
intended to provide a rich data set, there is also the possibility that their views may have been 
influenced by immediate factors, such as their relationship with facilitators or other group 
members (Yalom, 1995). Early research by Feifel and Bells (1963) demonstrated that when 
group members were interviewed about their experiences four years after completing therapy 
they were better able to identify unhelpful elements of the group experience than when 
interviewed immediately after completion. Future research could benefit from taking a 
longitudinal approach to research, following group members over an extended period of time 
and collecting feedback to explore changes (Coyle, 2007).
Whilst participant feedback was sought for analysis of data in the form of ‘member checking’ 
(Patton, 2002), no service users were consulted in the development of the study. This could 
have been addressed through consulting those with experience of hearing voices on the design 
of the semi-structured interview through a focus group and is therefore a limitation that should 
be addressed in future research.
The findings of the present study are also limited due to the fact that all participants 
interviewed described themselves as ‘White-British’. This is non-representative of the current 
UK population, where 4.6 million people (7.9%) belong to other ethnic groups (Office of 
National Statistics Census, 2001). It is possible the ethnic bias of the current study reflected 
the ethnic profile of the recruitment centers, however future studies would benefit from 
focusing on groups with participants from mixed ethnic and socio-cultural backgrounds to 
ensure that ethnic minority groups are included in such research.
As noted earlier, the present research sought to extend upon qualitative research carried out by 
Goodliffe et al. (in press). Interestingly, despite the fact that I was a different researcher, 
using different interview techniques and qualitative methodology, the themes identified in the 
current study overlap greatly with the categories identified by Goodliffe et a l  (in press). 
There are a number of possible explanations for such similarities in the findings of these two 
studies. Firstly, as both studies focused on participants’ experiences of PBCT for voices, and 
interviewed group members who had taken part in the same group intervention, it is possible
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that these themes were consistent amongst the majority of participants interviewed. Together, 
both studies could be seen to represent comparative investigations using multiple analysts, 
thus enhancing the credibility o f the themes identified (Patton, 2002).
Another possible explanation is that overlap between the two studies could suggest an 
‘evaluator effect’ in which I was overly influenced by the findings o f Goodliffe et a l  (in 
press), thereby limiting the credibility of the research through a predisposition or bias in 
analysis (Patton, 2002). However, given that evaluative criteria were followed and that both 
analyst triangulation and member checking were used in order to ensure quality of analysis, I 
would argue that the former explanation is more probable.
Clinical implications
The present research highlights a number of clinical implications, specifically related to how 
PBCT groups could be offered in a clinical setting. Most notably are participants’ beliefs 
about the long-term effects of therapy and the perception that the positive effects may ‘wear 
o f f  over time. This has implications for the maintenance and generalizability of the 
therapeutic process and the fragility o f schematic change, specifically with regards to social 
inclusion. Future therapy groups could benefit from the addition of ‘booster sessions’ 
following completion of the group, which aim to strengthen group processes and allow for 
continued socialization. The elongation of the therapy process may also promote changes to 
symbolic-self in those with long-term psychosis and provide group members more time to 
explore their reflexive capacity to identify with experience. In addition, future therapy groups 
may benefit from including access to external social settings (e.g. groups affiliated to the 
Hearing Voices Network) in order to strengthen social inclusion, facilitate continued 
modeling and build bridges to wider social networks.
An alternative approach to encourage continued modeling might be the inclusion o f PBCT 
groups as an element of a comprehensive treatment approach. The integration o f differing 
therapeutic components is not unique to 'th irdw ave’ approaches. For example, within DBT, 
therapy is split into different categories, including individual psychotherapy, of which group 
therapy plays a distinct, yet integral part o f the overall approach (Dimeff & Linehan, 2001). 
In a similar fashion, future clinical applications of PBCT may benefit from inclusion of 
individual psychotherapy to further develop upon group changes. This may also have 
implications for cognitive changes outside of those specific to groups (e.g. universality) and 
allow for more in-depth exploration of core beliefs using CBT approaches.
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Conclusion
In summary, the present study offers insight into group members’ experiences of PBCT for 
distressing voices and the psychological processes and domains that elicit change. Considered 
within the context of a quantitative evaluation of PBCT groups for voices (Dannahy et a l, 
2010) and previous qualitative research exploring service users experiences o f such groups 
(Goodliffe et a l, in press), this research provides support for the usefulness of group-based 
PBCT for people with treatment-resistant distressing voices in reducing the perceived 
omnipotence and distress associated with hearing voices, as well as improving general well­
being, social identity, and development of a functional sense-of-self.
193
References
Abba, N., Chadwick, P. & Stevenson, C. (2008). Responding mindfully to distressing 
psychosis: A grounded theory analysis. Psychotherapy Research, 18,11  -87.
American Psychiatric Association (2000). Diagnostic and statistical manual o f  mental 
disorders: DSM-IV. Washington, DC: American Psychiatric Publishing, Inc.
Andresen, R., Oades, L., & Caputi, P. (2003). The experience of recovery from schizophrenia: 
Towards an empirically validated stage model. Australian and New Zealand Journal o f  
Psychotherapy, 37(5), 586-594.
Bach, P. & Hayes, S.C. (2002). The use of Acceptance and Commitment Therapy to prevent 
the rehospitalisation of psychotic patients: A randomized controlled trial. Journal o f  
Consulting & Clinical Psychology, 70, 1129-1139.
Beck-Sander, A., Birchwood, M., & Chadwick, P. (1997). Acting on command hallucinations: 
A cognitive approach. British Journal o f  Clinical Psychology, 55(1), 139-148.
Beck, A. T., Rush, A. J., Shaw, B. F. & Emery, G. (1979). Cognitive Therapy o f  Depression. 
New York: Guildford.
Benjamin, L. S. (1989). Is chronicity a function of the relationship between the person and 
the auditory hallucination? Schizophrenia Bulletin, 75, 291-310.
Birtchnell, J. (1994) The interpersonal octagon: An alternative to the interpersonal circle. 
Human Relations, 47, 511-529.
Birtchnell, J. (1999/2002) Relating in Psychotherapy. Hardback, Westport, Con.: Praeger; 
paperback London: Brunner-Routledge.
Birchwood, M., & Chadwick, P. (1997). The omnipotence of voices: Testing the validity of 
the cognitive model. Psychological Medicine, 27(6), 1345-1353.
Birchwood, M., Meaden, A., Trower, P., Gilbert, P., & Plaistow, J. (2000a). The power and 
omnipotence of voices: Subordination and entrapment by significant others. Psychological 
Medicine, 30(2), 337-344.
194
Birchwood, M., Iqbal, Z., Chadwick, P. & Trower, P. (2000b). Cognitive approach to 
depression and suicidal thinking in psychosis I. Ontogeny of post-psychotic depression. 
British Journal o f  Psychiatry, 177, 516-521.
Birchwood, M. & Trower, P. (2004). The future o f cognitive-behavioural therapy for 
psychosis: not a quasi-neuroleptic. The British Journal o f  Psychiatry, 118, 107-108.
Birchwood, M., Trower, P., Brunet, K. Gilbert, P. Iqbal, Z., Chadwick, P. & Jackson, C. 
(2007). Social anxiety and the shame of psychosis: A study in first episode psychosis. 
Behaviour Research and Therapy, 45(5), 1025-1037.
Bird, C. M. (2005). How I stopped dreading and learned to love transcription. Qualitative 
Inquiry, 11, 226-48.
Bloch, S., Reibstein, J., Crouch, E., Holroyd, P & Theman, J. (1979). A method for the study 
of the therapeutic factors in group psychotherapy. British Journal o f  Psychiatry, 134, 257- 
163.
Braun, V. & Clarke, V. (2006) Using Thematic Analysis in Psychology. Qualitative research 
in psychology, 3, 77-101.
Chadwick, P. & Birchwood, M. (1994). The omnipotence of voices: A cognitive approach to 
auditory hallucinations. British Journal o f  Psychiatry, 164, 190-201.
Chadwick, P., Birchwood, M. & Trower, P. (1996). Cognitive therapy fo r  delusions, voices 
and paranoia. Chichester: Wiley.
Chadwick, P., Sambrooke, S., Rasch, S. & Davies, E. (2000). Challenging the omnipotence o f 
voices: Group cognitive behavioural therapy for voices. Behaviour Research and Therapy, 
55(10), 993-1003.
Chadwick, P., Newman-Taylor, K. & Abba, N. (2005). Mindfulness groups with psychosis. 
Behavioural and Cognitive Psychotherapy, 55(3), 351-359.
195
Chadwick, P. (2006). Person-Based Cognitive Therapy fo r  Distressing Psychosis. Chichester: 
Wiley.
Chadwick, P, Hughes, S, Russell, D, Russell, I & Dagnan, D. (2009). Mindfulness groups for 
distressing voices and paranoia; a replication and feasibility trial. Behavioural & Cognitive 
Psychotherapy, 57,403-412.
Chandler, R. & Hayward, M. (Ed.) (2009). Voicing Psychotic Experiences: A 
Reconsideration of recovery and diversity. Brighton: OLM-Pavilion.
Corrigan, P. W. & Watson, A. P. (2002). The paradox of self-stigma and mental health. 
Clinical Psychology: Science and Practice, P, 35-53.
Coyle, A. & Olsen, C. (2005). Research in therapeutic practice settings: ethical 
considerations. In Tribe, R. & Morrissey, J. (Eds.). Handbook o f  Professional and Ethical 
Practice fo r  Psychologists, Counsellors and Psychotherapists. Hove: Brunner-Routledge.
Coyle, A. (2007). Introduction to qualitative psychological research. In Lyons, E. & Coyle, 
A. (Eds.) Analysing Qualitative Data in Psychology. London: Sage Publications.
Creswell, J. W., & Miller, D. L. (2000). Determining validity in qualitative inquiry. Theory 
Into Practice, 39, 124-130.
Dannahy, L., Hayward, M., Strauss, C., Turton, W., Harding, E. & Chadwick, P. (2010). 
Group Person-Based Cognitive Therapy for Distressing Voices: Pilot data from nine groups. 
Manuscript submitted fo r  publication.
Davidson, L. D. & Strauss, J. S. (1992). Sense of self in recovery from severe mental illness. 
British Journal o f  Medical Psychology, 65, 131-145.
Davidson, L. D., Stayner, D. A., Nickou, C.,Styron, T. H., Rowe, M. & Chinman, M. L. 
(2001). “Simply to be let in” : Inclusion as a basis for recovery. Psychiatric Rehabilitation
Journal, 24, 375-388.
Department of Health (1999). A National Service Framework fo r  Mental Health: Modern 
Standards and Service Models. London: Department of Health.
196
Dimeff, L. & Linehan, M. M. (2001). Dialectical behavioral theory in a nutshell. The 
California Psychologist, 3 4 ,10-13.
Elliott, R., Fischer, C.T. & Rennie, D.L. (1999). Evolving guidelines for publication of 
qualitative research studies in psychology and related fields. British Journal o f  Clinical 
Psychology, 38,2X5-229.
Ellis, A. (1962). Reason and Emotion in Psychotherapy. New York: Lyle Stuart.
Farhall J. & Gehrke, M.J. (1997). Coping with hallucinations: Exploring a stress and coping 
framework. British Journal o f  Clinical Psychology, 36, 259—261.
Farhall, J., Greenwood, K. M., & Jackson, H. J. (2007). Coping with hallucinated voices in 
schizophrenia: A review of self-initiated strategies and therapeutic interventions. Clinical 
Psychology Review, 27, 476-493.
Fehr, S. S. (2003). Introduction to Group Therapy: A Practical Approach (2"*^  edn). 
Binghamton: Hawthorn Press, Inc.
Feifel, H. & Eells, J. (1963). Patients and Therapists Assess the Same Psychotherapy. 
Journal o f  Consulting and Clinical Psychology, 27, 310-18
Gaudiano, B. A. & Herbert, J. D. (2006). Acute treatment of inpatients with psychotic 
symptoms using Acceptance and Commitment Therapy: pilot results. Behavior Research 
Therapy, 44, 415-437.
Gilbert, P. (2002). Body shame: A biopsychosocial conceptualisation and overview, with 
treatment implications. In: P. Gilbert and J. Miles (Eds.) Body shame: Conceptualisation, 
research and treatment, London: Brunner-Routledge.
Glaser, B. G. & Strauss, A. L. (1967). Discovery o f  grounded theory. Chicago: Aldine.
Gledhill, A., Lobban, F. & Sellwood, W. (1998). Group CBT for people with schizophrenia: a 
preliminary evaluation. Behavioral and Cognitive Psychotherapy, 26, 63 -76.
197
Gonzalez de Chavez, G. M., Gutierrez, M., Ducaju, M. and Fraile, J. C. (2000). Comparative 
study of the therapeutic factors of group therapy in schizophrenic inpatients and outpatients. 
Group Analysis, 33, 251-264.
Goodliffe, L., Hayward, M., Chadwick, P., Turton, W. & Dannahy, L. (in press). Person 
based group CBT for voices: the hearers’ perspective. Manuscript in preparation.
Golafshani, N. (2003). Understanding reliability and validity in qualitative research. The 
Qualitative Report, 5(4), 597-606. Retrieved 10* May 2010 from
http://www.nova.edu/ssss/QR/QR8-4/golafshani.pdf
Haddock, G., McCarron, J., Tarrier, N., & Faragher, E. B. (1999). Scales to measure 
dimensions of hallucinations and delusions: The Psychotic Symptoms Rating Scale 
(PSRATS). Psychological Medicine, 29, 879-889.
Hayes, S. C. (2004). Acceptance and commitment therapy, relational frame theory, and the 
third wave of behavioral and cognitive therapies. Behavior Therapy, 35, 639-665.
Hayes, S. C., Strosahl, K. & Wilson, K. G. (1999). Acceptance and commitment therapy. 
New York: Guilford Press.
Hayward, M. (2003). Interpersonal relating and voice hearing: To what extent does relating to 
the voice reflect social relating? Psychology and Psychotherapy: Theory Research and 
Practice, 75(4), 369-383.
Hayward, M., Denney, J., Vaughan, S. & Fowler, D. (2008). The voice and you: development 
and psychometric evaluation o f a measure of relationships with voices. Clinical Psychology 
and Psychotherapy, 15 ,45-52.
Iqbal, Z., Birchwood, M., Chadwick, P. & Trower, P. (2000). Cognitive approach to 
depression and suicidal thinking in psychosis 2. Testing the validity of a social ranking model, 
B r itish  Journal o f  Psychiatry, 177, 522-528.
Johns, L. C. & van Os, J. (2001). The continuity of psychotic experiences in the general 
population. Clinical Psychology Review 21, 1125—1141.
198
Johns, L. C., Cannon, M., Singleton, N., Murray, R. M., Farrel, M., Brugha, T., Bebbington, 
P., Jenkins, R. & Meltzer, H. (2004). The prevalence and correlates o f self-reported 
psychotic symptoms in the British population. British Journal o f  Psychiatry, 185, 298-305.
Johns, L. C. (2005). Hallucinations in the general population. Current Psychiatry Reports, 7, 
162-167.
Jones, S. Hughes, S. & Ormund, J (2001). A group evaluation of a hearing voices group. 
Clinical Psychology Forum, 8, 35-38.
Kabat-Zinn, J. (2003). Mindfulness-based interventions in context: Past, present, and future. 
Clinical Psychology: Science and Practice, 10{2), 144-156.
Kuipers E., Garety P., Fowler D., Dunn G., Bebbington P., Freeman D. & Hadley C. (1997). 
London-East Anglia randomised controlled trial o f cognitive-behavioural therapy for 
psychosis. I: effects of the treatment phase. British Journal o f  Psychiatry, 171, 319-327.
Kuipers, E., Fowler, D., Garety, P. A., Chisholm, D., Freeman, D., Dunn, G., Bebbington, P. 
E. & Hadley, C. (1998). The London-East Anglia Randomised Controlled Trial of Cognitive 
Behaviour Therapy for Psychosis III: follow-up and economic evaluation atl8  months. British 
Journal o f  Psychiatry, 173, 61-68.
Linehan, M. M. (1993a). Cognitive-behavioural treatment o f  borderline personality. New 
York: Guildford press.
Linehan, M. M. (1993b). Skills Training Manual fo r  Treating Borderline Personality 
Disorder. New York: Guildford Press.
Lysaker, P. H., Salyers, M. P., Tsai, J., Spurrier, L. Y. & Davis, L.W. (2008). Clinical and 
psychological correlates of two domains of hopelessness in schizophrenia. Journal o f  
Rehabilitation Research & Development, 45, 911-920.
MacDonald, E., Sauer, K., Howie, L. & Albiston, D. (2005). What happens to social 
relationships in early psychosis? A phenomenological study of young people s experiences. 
Journal o f  Mental Health, 14, 129-143.
199
Martin, P. J. (2000). Hearing voices and listening to those that hear them. Journal o f  
Psychiatric and Mental Health Nursing, 7, 135-141.
McCay, E., Beanlands, H., Leszcz, M., Goering, P., Seeman, M.A., Ryan, K. et a l  (2006). A 
group intervention to promote healthy self-concepts and guide recovery in first episode 
schizophrenia: A pilot study. Psychiatric Rehabilitation Journal, 30(2), 105-111.
Messari, S. & Hallam, R. (2003). CBT for psychosis: A qualitative analysis of clients’ 
experiences. British Journal o f  Clinical Psychology, 42, 171-188.
National Institute for Health and Clinical Excellence (2002). Schizophrenia: Core 
interventions in the treatment and management in adults in primary and secondary care 
(Clinical Guidance 1). London: National Institute for Health and Clinical Excellence.
National Institute for Health and Clinical Excellence (2009). Schizophrenia: Core
interventions in the treatment and management o f  schizophrenia in adults in primary and 
secondary care (Clinical Guidance 82). London: National Institute for Health and Clinical 
Excellence.
Nayani, T. H. & David, A. S. (1996). The auditory hallucination: a phenomenological survey. 
Psychological medecine, 26, 177-89.
Newton, E., Larkin, M., Melhuish, R. & Wykes, T. (2007). More than just a place to talk: 
Young people’s experiences o f group psychological therapy as an early intervention for 
auditory hallucinations. Psychology and Psychotherapy: Theory, Research and Practice, 
80(\), 127-149.
Nose, M., Barbui, C. & Tansella, M. (2003). How often do patients with psychosis fail to 
adhere to treatment programmes? A systematic review. Psychological Medicine, 55(7), 1149- 
1160.
Office of National Statistics Census (2001). Accessed on 26* June 2010 from 
www.ons.gov.uk/census/index.html
Parcel Forintos, D. & Kiss, Z. (2008). The analysis of negative life events, hopelessness and 
coping strategies among psychotic patients. Psychiatria Hungarica, 25(1), 56-63.
200
Patton, M. Q. (2002). Qualitative evaluation and research methods (3rd ed.). Thousand Oaks, 
CA: Sage Publications, Inc.
Penn, D. L., Meyer, P. S., Evans, E., Wirth, R. J., Cai, K & Burchinal, M. (2009). A 
randomized controlled trial of group cognitive-behavioral therapy vs. enhanced supportive 
therapy for auditory hallucinations. Schizophrenia Research, 109, 52-59.
Pinkham, A.E., Gloege, A.T., Flanagan, S., Penn, D.L., 2004. Group cognitive-behavioral 
therapy for auditory hallucinations: a pilot study. Cognitive and Behavioral Practice, 11, 93- 
98.
Reicher, S. (2000). Against methodolatry: Some comments on Elliott Fischer, and Rennie. 
British Journal o f  Clinical Psychology, 39, 1-6.
Romme, M. A. & Escher, S. (1989). "Hearing voices". Schizophrenia Bulletin 75(2): 209-16. 
Romme, M. & Escher, S. (1993) Accepting voices. London: Mind.
Romme, M. A. & Escher, S. (2000). Making Sense o f  Voices. London: Mind Publications.
Salyers, M. P. & Macy, V. R. (2005). Recovery-Oriented Evidence-Based Practices: A 
Commentary. Community Mental Health Journal, 47(1), 101-103.
Segal, Z. V., Williams, J. M. G., & Teasdale, J. D. (2002). Mindfulness-Based Cognitive 
Therapy fo r  Depression: A New Approach to Preventing Relapse. New York: Guildfor Press.
Sensky, T., Turkington, D., Kingdon, D., et al. (2000). A randomized controlled trial of 
cognitive-behavioural therapy for persistent symptoms in schizophrenia resistant to 
medication. Archives o f  General Psychiatry, 57, 165 -172.
Slade, P. D. & Bentall, R. P. (1988). Sensory Deception: A Scientific Analysis o f  
Hallucination. London: Cross Helm.
Smith, J. A. (1995). Semi-structured interviewing and qualitative analysis. In J. A. Smith, R. 
Harré and L. Van Langenhove (Eds.) Rethinking Menthods in Psychology. London: Sage 
Publications.
201
Smith, J., Osborn, M. & Jarman, M. (1999). Doing interpretive phenomenological analysis. In 
M. Murray & M. Chamberlain (Eds.) Qualitative health psychology. London: Sage.
Stip, E. (2009). Psychotic symptoms as a continuum between normality and pathology. 
Canadian Journal o f  Psychiatry, 54, 140-151.
Tarrier, N., Yusopoff, L., Kinney, C., McCarthy, E. Morris, J. & Humphreys, L. (1998). 
Randomized controlled trial of intensive cognitive behavior therapy for patients with chronic 
schizophrenia. British Medical Journal, 317, 303 -30.
Tarrier, N., Wittkowski, A., Kinney, C., McCarthy, E. Morris, J. & Humphreys, L. (1999) 
Durability of the effects of cognitive -  behavioural therapy in the treatment o f chronic 
schizophrenia: 12-month follow-up. British Journal o f  Psychiatry, 174, 500-504.
Tarrier, N., Kinney, C., McCarthy, E., Humphreys, L., Wittowski, A. & Morris, J. (2000) 
Two-year -year follow-up of cognitive -  behavioral therapy and supportive counseling in the 
treatment of persistent symptoms in chronic schizophrenia. Journal o f  Consulting and 
Clinical Psychology, 6 8 ,9 \1  -922.
Tooth, B., Kalyanasundaram, V., Glover, H &, Momenzadah, S. (2003). Factors consumers 
identify as important to recovery from schizophrenia. Australasian Psychiatry. 11, 70 -77.
Trower, P., Birchwood, M., Meaden, A. Byrne, S., Nelson, A. & Ross, K. (2004). Cognitive 
therapy for command hallucinations: randomised controlled trial. The British Journal o f  
Psychiatry, 184, 312-320.
van Os, J., Linscott, R. J., Myin-Germeys, L, Delespaul, P., & Krabbendam, L. (2009). A 
systematic review and meta-analysis of the psychosis continuum: evidence for a psychosis 
proneness-persistence-impairment model of psychotic disorder. Psychological Medicine, 39, 
1-17.
Vaughn, S. & Fowler, D. (2004). The distress experienced by voice hearers is associated with 
the perceived relationship between the voice hearer and the voice. British Journal o f  Clinical 
Psychology, 43, 143-153.
202
Vygotsky, L. s. (1978). Mind in Society. Cambridge, MA: MIT Press.
Weeks, G., Slade, M. & Hayward, M. (2010). A UK validation o f the stages of recovery 
instrument. International Journal o f  Social Psychiatry. First published on April 8, 2010 as 
doi:10.1177/0020764010365414
Willig, C. (2001). Introducing Qualitative Research in Psychology: Adventures in Theory 
and Method. Buckingham: Open University Press.
Wykes, T., Parr, A. M. & Landau, S. (1999). Group treatment o f auditory hallucinations. 
Exploratory study of effectiveness. British Journal o f  Psychiatry, 175, 180 -185.
Wykes, T., Hayward, P., Thomas, N., Green, N., Surguladze, S. Fannon, D. & Landau, S. 
(2005). What are the effects of group cognitive therapy for voices? Schizophrenia Research, 
77, 201-210.
Yardley, L. (2000). Dilemmas in qualitative health research. Psychology and Health. 15. 215- 
228.
Yalom, I. (1995). The theory and practice o f  group psychotherapy (4* edn). New York: Basic 
Books. (Original work published 1973).
203
APPENDIX I
Diagrammatic flow chart ofpositioning o f qualitative studies in overall quantitative and
qualitative research
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APPENDIX II 
Description o f therapy Groups
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Group sessions 1 and 2 focused mainly on participant’s feelings about attending the group, 
and the impact this had on their voices, as well as key themes around their voices: when the 
voices first began; participant’s own ideas about why they hear voices; and the impact of 
hearing voices on their lives.
Session 3 was used to introduce participants to the psychological ABC Model of 
understanding voices (Chadwick et al, 1996) in order to allow them to make sense of their 
voice(s). In accordance with this conceptual model, voices were presented as activating 
events (A) to which individuals give meaning or belief (B), and in turn experience associated 
emotional and behavioural reactions (C). Core beliefs surrounding the power and control of 
voices were explored as well as associated coping behaviours.
Sessions 4-7 were used to introduce participants to the idea of a relational framework with 
their voices, and encouraged group members to explore the nature of their self-voice 
relationship with a particular emphasis on participant’s assessment of malevolence or 
omnipotence in this relationship. Through Socratic dialogue, group members were 
encouraged to consider their role in the self-voice relationship, explore their sense-of-self, and 
look at beliefs associated with the perceived control of the voices. Participants were also 
introduced to the practice of mindfiilness during these sessions as a means o f promoting 
acceptance of voices as an alternative relational style. Weekly mindfulness practice lead by a 
group therapist was used in each group focusing specifically on awareness o f voices.
During sessions 8-11 participants were introduced to a new style of relating to their voices 
based on an acceptance as opposed to struggling to eliminate or defeat voices. Participants 
were encouraged to explore their thoughts on this new style of relating and the implications 
this may have on social relationships, and consideration of engagement with activities and 
social relationships outside of the group were discussed.
The final therapy session was used to discuss the conclusion of therapy and participants were 
given an opportunity to reflect on learning and change during the groups and methods of 
maintaining a new relational stance with their voice(s).
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Demographic questionnaire
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BACKGROUND INFORMATION
To begin, I’d like to get some basic information about you (such as your age, education 
and occupation). The reason that I’d like this information is so that I can show those who 
read my research report that I managed to obtain the views of a cross-section of people. 
The information that you give will never to used to identify you in any way because this 
research is entirely confidential. However, if you don’t want to answer some of these 
questions, please don’t feel that you have to.
1. Are you
(tick the appropriate answer)
M ale   Fem ale___
2. How old are you? [ ] years
3. How would you describe your ethnic origins?^
Choose one section from (a) to (e) and then tick the appropriate category to
indicate your ethnic background.
(a) White
British __
Irish __
Any other White background, please write in below
(b) Mixed
White and Black Caribbean __
White and Black African __
White and Asian __
Any other mixed background, please write in below
The format of this question is taken from the 2001 UK census.
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(c) Asian or Asian British
Indian __
Pakistani __
Bangladeshi __
Any other Asian background, please write in below
(d) Black or Black British
Caribbean______________________ __
African __
Any other Black background, please write in below
(e) Chinese or Other ethnic group
Chinese
Any other, please write below
4. What is your highest educational qualification? 
(tick the appropriate answer)
None __
GCSE(s)/0-level(s)/CSE(s) _
A-level(s)/AS-level(s) __
Diploma (HND, SRN, etc.)________ __
Degree __
Postgraduate degree/diploma __
5. What is your current occupation (or, if you are no longer working, what was your 
last occupation?)
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6. What is your current legal marital status? 
(tick the appropriate answer)
Single___________________ __
Married __
Civil partnership __
Divorced/separated __
Widowed __
7. a) Do you have any children?
(tick the appropriate answer)
Yes  (go to part h) No  (end o f questionnaire: thank you)
b) How many children do you have?
[ ]
211
APPENDIX IV
Information sheet on PBCT group participation and quantitative evaluation
212
Participant information sheet
Study title
Group Person Based Cognitive Therapy for voices; a pilot study 
Invitation paragraph
You are being invited to take part in a research study. Before you decide, it is 
important for you to understand why the research is being done and what it would 
involve. Please take time to read the following information carefully and discuss it 
with friends, relatives, care team and your GP if you wish. Ask us if there is anything 
that is not clear or if you would like more information. Please take time to decide 
whether or not you wish to take part.
Thank you for reading this.
What is the purpose of the study?
This study is trying to explore ways of helping people who are distressed by the 
voices they hear. In particular, it is interested in the meanings that people attribute to 
their voices, and whether these meanings can be modified and become less distressing 
following some therapy with a group of other people who hear voices. The study also 
forms part of an educational qualification for one of the researchers.
This study will run from October 2008 until March 2010.
Why have 1 been chosen?
We want to speak with you because: 1) We understand you have heard voices for at 
least two years; and 2) a member of your care team referred you to the study.
In total, approximately 40 people will participate in the study, in two different 
locations.
Do 1 have to take part?
It is up to you to decide whether or not to take part. If you decide to take part you will 
be given this information sheet and asked to sign a consent form. If you decide to take 
part you are free to withhold any personal information or to withdraw at any time, 
without giving a reason. This will not affect the care you receive. Neither will a 
decision not to participate.
What would taking part entail?
How much time would it take?
First you would meet with a research assistant on two occasions to complete some 
questionnaires together. These would be about your experience of hearing voices and
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your general sense of well-being. After that you would be asked to meet on twelve 
occasions with a therapy group that would consist of approximately 10 people who 
hear voices and two therapists. The group would consist of the same people each 
week. These meetings would each last for approximately one and a half hours 
(including a break) and would involve you sharing information about your voice 
hearing experience and ways of coping.
When all the therapy meetings have finished you would be asked to meet with the 
research assistant to complete the questionnaires again. One month later, you would 
meet with the research assistant for a final time to complete the questionnaires. These 
questionnaires would show whether there have been any changes since the beginning 
of the study.
Where would I  have to go?
The meetings with the research assistant would take place at a convenient location like 
the place where your care team work, at your GP surgery or your home. The therapy 
meetings would take place at one of the facilities of your local mental health service. 
The cost of travelling to these places would be repaid.
What would happen?
Initially, the therapy meetings would involve yourself and the other group members 
getting to know each other and learning about each others’ experiences of hearing 
voices and the impact they have. Subsequent sessions would focus upon the meanings 
given to the voice hearing experience and how people cope with their voices.
Differing meanings would be explored and the group members would consider 
alternative ways of responding to their voices -  both inside and outside of the therapy 
meetings. The therapy meetings could be a safe place to try out new possibilities that 
could be subsequently be used in a variety of everday settings. All discussions would 
be at a pace that felt comfortable for you and would be within your control. You 
would not be required to do anything with which you did not agree.
What are the advantages and disadvantages o f taking part?
It is hoped that the study would result in you having greater control over your voice 
hearing experience, and greater self-confidence in social situations. The knowledge 
gained from this process would also contribute to a greater understanding of voices 
and improved treatment for other people who hear them. If you found this approach 
particularly useful and you felt you needed some more therapy at the end of the study, 
the research assistant would discuss this with you and your Care Co-ordinator. 
Depending on the local services, you could be referred onto another therapist or it 
might be possible to continue using the therapeutic approach with another worker. 
There would, however, be no guarantee how quickly this could start.
It is possible that talking about your voices, the content of what they say, and the 
events connected with your voice hearing experience could cause you some distress in 
the short term. This is common when working towards changes in the long term. The 
therapists and research assistant would be skilled mental health practitioners
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experienced in helping people cope with voices. They would assist you to find ways 
of coping with any temporary increases in distress, should this occur. You would also 
be free to access help from your care team, should you wish. If you wanted to stop a 
meeting or discontinue the therapy for any reason, you would be free to do so 
immediately.
Confidentialitv
With regard to your Consultant Psychiatrist and care team
Your care team including your Consultant Psychiatrist/ Care Co-ordinator would 
know that you were taking part in the study. The research assistant would write to 
inform them of your participation at the beginning of the study and again after the 
therapy. The research assistant would agree the content of any correspondence with 
you before writing, and you would receive copies of any letters and reports that were 
sent.
The research assistant and therapists would have no other contact with your 
Consultant Psychiatrist or care team, with one exception: if you said something that 
led the research assistant or therapists to believe that the safety of yourself or someone 
else was at risk, this information would need to be passed on. Before this happened 
you would be asked about the best way to do this.
With regard to writing about the study
All information that is written during the course of assessment and therapy meetings 
would be kept strictly confidential and stored securely. Only members of the research 
team would have access to these records. This information would be coded and have 
your name and address removed so that you would not be recognised from it. The 
study has been checked to ensure it complies with data protection laws.
What will happen to the results of the studv?
The results of this study will be written-up by March 2010 and submitted to a national 
psychology joumal. You could receive feedback on the results of the study if you 
wanted to. No participant will be identified in any part of the write-up or article.
Who has reviewed the studv?
The study has been reviewed and approved by the Research and Development 
Department within your local NHS Trust. It has also been reviewed by a NHS 
Research Ethics Committee.
This information sheet has been written in collaboration with individuals who either 
hear voices or have previously taken part in group therapy meetings.
Contact for further information
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If you have any questions or concerns about this study, you should discuss them with 
the researchers leading the study:
Name of researcher Name of researcher
Address Address
Phone number Phone number
If you are harmed by taking part in this research study, there are no special 
compensation arrangements. If you are harmed by someone’s negligence, then you 
may have grounds for a legal action, but you may have to pay for it. Regardless of 
this, if you wish to complain, or have any concerns about any aspect of the way you 
have been approached or treated during the course of this study, the normal National 
Health Service complaints mechanisms should be available to you. You may also wish 
to seek advice form the Patient Advice and Liaison Service (phone number and email 
address).
If you decide to participate in the study you will be given a copy of this information 
sheet and a signed consent form to keep.
17*^  January 2009
Version 3
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Participant information sheet — Individual interview
Studv title
Group Person Based Cognitive Therapy for voices: a pilot study 
Invitation paragraph
You are being invited to take part in an individual interview that will follow the end of 
the therapy group you have recently been attending. Before you decide to take part in 
the individual interview, it is important for you to understand why the interview is 
being conducted and what it will involve. Please take time to read the following 
information carefully. Ask us if there is anything that is not clear or if you would like 
more information. Please take time to decide whether or not you wish to take part.
Thank you for reading this.
What is the purpose of the studv?
The individual interview will try to explore your experience of the therapy group for 
people who hear voices. It is a one-off opportunity for you to tell us what you thought 
about the group, and for the research team to learn from you. The study will also form 
part of an educational qualification for one of the researchers.
Do I have to take part?
It is up to you to decide whether or not to take part. If you decide to take part you will 
be given this information sheet and asked to sign a consent form. If you decide to take 
part you are free to withhold any personal information or to withdraw at any time, 
without giving a reason. This will not affect the care you receive. Neither will a 
decision not to participate.
All the people who took part in the therapy group will be invited to an individual 
interview.
What would taking part entail?
How much time would it take?
The individual interview will last for approximately one hour and provide an 
opportunity to talk about your views of the group. The meeting will be tape recorded 
to allow the discussions to be fully remembered. Katherine will be leading the 
interview and is a member of the research team who you have not previously met. 
Katherine is a Trainee Clinical Psychologist. You will not have to attend this 
individual interview. If you decided not to attend this will have no effect on any other 
aspect of your participation in the study.
Where would I  have to go?
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The individual interview will take place approximately one or two weeks after the end 
of the therapy group. The meeting will take place in the same venue as the therapy 
group. The cost of travelling to this place will be repaid.
What will happen?
Katherine will ask you what you thought of the therapy group. To get the conversation 
going, she will ask a few questions about your views on the therapy group.
Confidentialitv
The individual interview will be tape-recorded and Katherine will write a transcript of 
the tape from the recording. All information on the transcript will be reported 
anonymously. Only members of the research team will have access to the original tape 
recordings, and these will be erased once they have been used.
Direct quotations from your interview may be anonymously written into Katherine’s 
coursework and other articles that may be written about the study.
What will happen to the results of the studv?
The findings from the individual interviews will be written-up by Katherine for her 
course at the University of Surrey. Katherine will also help the research team to write­
up and submit the findings to a national psychology joumal. No participant will be 
identified in any part of the write-up or article.
Who has reviewed the studv?
The individual interviews form part of a research study that has been reviewed and 
approved by the Research and Development Department within your local NHS Tmst. 
It has also been reviewed by a NHS Research Ethics Committee..
Contact for further information
If you have any questions or concerns about the individual interview, you should 
discuss them with the researchers leading the study:
Name of researcher Name of researcher
Address Address
Phone number Phone number
If you are harmed by taking part in this research study, there are no special 
compensation arrangements. If you are harmed by someone’s negligence, then you
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may have grounds for a legal action, but you may have to pay for it. Regardless of 
this, if you wish to complain, or have any concerns about any aspect of the way you 
have been approached or treated during the course of this study, the normal National 
Health Service complaints mechanisms should be available to you. You may also wish 
to seek advice form the Patient Advice and Liaison Service (insert contact details for 
appropriate PALS).
If you decide to participate in the study you will be given a copy of this information 
sheet and a signed consent form to keep.
06/10/08 
Version 2
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Centre number:
Participant Identification Number:
CONSENT FO RM  Individual Interviews
Title of Project: Group PBCT for voices -  A pilot study
Name of Researchers leading the study:
I agree to participate in a one-off individual interview to explore my 
views of the therapy group. I have read the information sheet dated 
06/10/08
(version 2) and have had the opportunity to ask questions.
I understand that my participation in the individual interview is 
voluntary and that I am free to withhold personal information or to 
withdraw at any time. I do not have to give any reason for 
withdrawing, and my medical care or legal rights will not be 
affected.
I understand that the individual interview will be tape recorded for 
the purposes of this research project. A transcript of the individual 
interview will be written from the recording, in which all 
information will be reported anonymously. Only members of the 
research team will have access to the original tape recordings, and 
these will be erased once they have been used. I retain the right to 
ask for the tape to be destroyed if  I so wish.
I understand that Katherine May (Trainee Clinical Psychologist) 
will be using the themes from the conversations at the individual 
interviews for her coursework at the University of Surrey.
5 I agree to quotations from my interview being anonymously written 
into the coursework of Katherine May and other articles that may 
be written about the study.
6 I agree to take part in the individual interview.
Please 
initial box 
□
□
□
□
□
N am e o f  participant Date Signature
Researcher Date Signature
1 for participant; 1 for researcher; 1 to he kept with care team notes
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APPENDIX VIII 
Semi-structured interview
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Interview  Schedule:
1) To begin with, I wonder if  you could tell me about your reasons for attending the 
group.
Prompts:
• What made you attend the group? Why?
• Do those reasons still fee l important to you? I f  not, what do you think has 
changed things fo r  you?
• Looking back, are you happy, unhappy (another word that they may have 
used to describe their feelings towards the group) that you decided to attend 
the group?
2) Did you have any expectations about the group -  either positive or negative?
[If yes] What sort of expectations did you have?
Where do you think those expectations came from?
Prompts:
• Did you expect to gain anything from  taking part in the group? [Ifyes] What? 
Where do you think that expectation came from?
• Did you expect anything to change fo r  you as a result o f  taking part in the 
group? [ I f  yes] What? In what way? Where do you think that expectation 
came from?
• You’ve talked so fa r  about positive/negative expectations. D id you have any 
negative/positive expectations about the group?[If yes] What were they? 
Where do you think that expectation came from?
• Thinking about the expectations that y o u ’ve talked about, which expectations 
were met and which weren ’t? How did that make you feel?
3) OK, so we’ve talked about your expectations of the group. Now I’d like to talk about 
your actual experience of the group. If  I were to ask you to tell me the story of your 
experience with the group, what would the main events or experiences or turning 
points be -  what would be the milestones in your experience of the group, either 
positive or negative? What makes you single those out as milestones? [If the 
participant identifies more than five milestones, ask them to select what they consider 
to be the most important five, leaving them to decide the criteria for determining 
‘importance’.]
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• [For each milestone in chronological sequence, ask the participant to tell you 
how they were beforehand, what happened and what the implications were for 
themselves and for the group.]
4) People can get many different things from attending the sort of group that you 
attended. [I know you’ve already mentioned this but] I ’d like to know a bit more 
about whether the group affected two aspects of your life. First of all, do you think 
that taking part in the group had any effect on how you understood your voices -  or 
did it not affect that in any way? [If yes] What effects do you think it had? What 
makes you say that? Could you give me an example?
5) The second thing I’d like to ask about specifically is whether you think that taking 
part in the group had any effect on how you thought or felt about yourself -  or did it 
not affect that in any way? [If yes] What effects do you think it had? What makes you 
say that? Could you give me an example?
[If the participant reports some changes, ask the following questions] How did you 
think of yourself before you started the group? How did that make you feel?
How did that change during the time you were attending the group? What do you 
think helped to bring about those changes? [Check for perceived influential factors 
within the group and outside the group.] How do you think about yourself now? How 
does that make you feel?
6) Thinking about the time since you left the group, how have things been for you?
Prompts:
• Have things stayed the same since you left the group or have they got better or 
worse? [ I f  change is reported] Where do you think the main changes, i f  any, have 
occurred since then? [ I f  not already covered, prompt fo r  possible changes in a) 
Relationships, b) Day-to-day life, c) Experience o f  hearing voices, d) Views o f  
yourself] [For each change mentioned] What do you think helped to bring about 
that change? What makes you say that? How does/did that change make you fee l  
(about yourself)?
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7) Would you recommend the groups to a friend?
Prompts:
• What makes you say that?
• Would you attend another groups o f  this kind in the future? What makes you say
that?
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APPENDIX IX 
Sample transcript
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Transcribed interview - Anna
KM : Okay urn so the first thing Anna, urn, I wonder if  you could tell me about your reasons 
for attending the group.
A: Um, it was mainly because I was finding my voices so distressing and they were impacting 
on my life.
KM : Right
A: You know sort of like everything I was doing was done, done around voices like going out, 
going shopping, that sort of thing so, um, they suggested that, um, I um ... (inaudible)^ my 
psychologist suggested, er ,I go on this group so they said it was quite, quite good for th- that 
sort of thing.
KM : Right, and when you say that your voices were impacting your life could you give me 
some examples?
A: Erm
KM : O f the way...?
A: Erm like I wouldn’t go into shopping, shopping centers because my voices were really bad 
so, I was having to sort of like, go really late at night when there wasn’t anybody around and, 
I couldn’t just walk into a supermarket on my own so, which made it, things really difficult 
um..
KM : Right.
A: ... my voices are really horrible so... it was sort of like impacting on my mood quite a lot. 
KM : Okay, so in what way were they impacting your mood?
A: Um, I was very low.
KM : Right.
A: Quite suicidal.
KM : Right.
A: Not feeling very cheerful. Generally low.
KM : So quite -
A: Quite sort o f reclusive, you know didn’t wanna be around people, so 
KM: Right. So quite sort of, negative experience o f your voices.
A: Yeah, yeah.
KM : And um and who, who suggested you join, your psychologist?
A: My psychologist.
® Within the text the following transeript notations have been used:
[text] indicates text has been added to the original quote to make it more understandable
indicates a pause in the dialogue 
text indicates an emphasis in the dialogue
text - indicates an interruption in the dialogue
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KM : Right
A: She said there, there was a research group that I might be interested in so.
KM : Okay, and, sort of thinking about these, er, initial um reasons for joining the group, do 
they still feel important to you now?
A: Yeah, yeah 
KM : Right 
A: Yeah
KM : In what way?
A: Um m ... I s’pose because ... um ... lost me train of thought now.
KM  + A: (Laughter)
KM : So, so the negative experience of the voices - 
A: Yeah
KM : -were your sort of reasons for joining?
A: Yeah, yeah. And I just wanted to sort o f like to do something different, ‘cause everything 
I’ve tried before like distraction techniques weren’t working at all and this was something 
completely different so.
KM : Okay, so it was sort of a novel - 
A: Yeah
KM : -novel thing 
A: Mmmm.
KM : Okay. Great. And um ... looking back, how, how do you feel about the fact that you 
attended the group, are you happy you attended, unhappy?
A: Erm, yeah I ’m pretty happy I’ve attended because I actually feel slightly better than I did 
when I, I sort of like first went in so, I still struggle quite a bit but its manageable struggle so. 
I ’m doing things that I wouldn’t have done - 
KM : Oh right.
A: - months ago so, like I actually go into supermarkets now. Not happy being in a 
supermarket but I do actually go in though, its not something I completely avoid any more. 
KM : Right.
A: Which makes day-to-day life a bit more simpler.
KM : Okay. So it’s sort of had functional - 
A: Yeah.
KM : - changes on how you- 
A: Mmm.
KM : -live your life.
A: Yeah.
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KM : Okay, great. And so you feel generally positive about these - 
A: Yeah, yeah.
KM : - these changes and- 
A: Mmmm
KM : -attending the group?
A: Oh yeah definitely.
KM : Okay, great. Um, did you have any expectations about the group, either positive or 
negative?
A: Um, not really. Um, I think I was a bit apprehensive at first, as to whether it would work at 
all because I ’d been through so many other ways of trying to cope with it and they’ve all 
failed then, you know so, um well what’s going to be different about this one so.
KM : Right.
A: So, think I was pretty apprehensive of like failing so.
KM : Okay so sort of quite, really som - 
A: Yeah.
KM : - not negative but sort of - 
A: Yeah.
KM : - no expectations. That- 
A: No.
KM : - nothing would change - 
A: Mmm.
KM : - for you?
A: Yeah
KM : Right. And where, where did you think that expectation came from?
A: I think just through past experiences o f doing things and it not really working 
KM : Right.
A: So, you know, sort of like, you know sort of like trying to do what everyone else has told 
me to try and, and I ’m still finding it really stressful so.
KM : Right.
A: So, what was gonna be different about, you know what’s (laughs) what’s so magic about 
this one?
KM : Right.
A: It was actually quite, quite good ‘cos it was actually totally different to everything I ’d 
leamt before so.
KM : Ok, right, in what sort of way?
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A: Um, like for instance the mindfulness is you, you don’t ignore your voices you actually 
listen to them and like sort of like, don’t, you know the whole idea isn’t to sort of like try and 
ignore them and wipe ‘em out, ignore them and distract yourself. There, it’s more sort o f like 
um, engage in them more but don’t let them get to you so.
KM : Right.
A: It was just so different to everything else I’ve tried.
KM : Okay, okay. So, sort of . . .  expectations of, of no real change -  
A: Mmm.
KM: - that this isn’t going to be different from anything else I ’ve done before.
A: Yeah
KM : Um, I wonder, did you expect to gain anything from taking part in the group at all?
A: I was hoping to be slightly less distressed about everything, you know sort of like, partly I 
was like quite interested to know what everybody else felt about hearing voices, ‘cause when 
you hear voices its very lonely, its not something you talk about to your friends and your 
family, its something you sort of like endure on your own really, and its quite, often quite 
isolating.
KM: Right.
A: And being in a group with ten other people that you know hopefully understood how I was 
feeling and you know what I ’m going for, through it was quite sort of like, you know helpful. 
KM : Right, and was that quite a new experience for you?
A: Yeah because it’s not something I talk about. It’s something I tend to not talk about at all 
so, and people that know me don’t actually know that I hear voices, so.
KM: Right.
A: And, you know it’s deliberately not like there’s still a lot of prejudice about people hearing 
voices, so.
KM: Yeah.
A: So, it was strange. It’s quite, you know interesting to know that there are other people that 
feel the same experience and the same thing as me and I ’m not completely, you know, mad. 
KM : Right.
A: So.
KM: Yeah. That’s an interesting word isn’t it?
A: Hmm.
KM: You used that. Is that something you’ve felt before?
A: Yeah, yeah, very, very alone.
KM : Right. Um, so it sounds like your expectations, or hopes for change were to do with 
distress?
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A: Mmm.
KM : And finding your voices- 
A: Yeah.
KM : - less distressing.
A: Mmm.
KM: Where do you think those expectations came from?
A: Um, I think just sheer hope I think and things were getting so bad and that I ’d literally try 
anything you know? If somebody had said throw (quiet laugh) yourself off a cliff, like how 
(inaudible) I was at the point where I would have said “yeah, okay”. So it was the sort of like 
sheer, you know, sort o f like, I didn’t want to stay the way I was, so.
KM: Right.
A: I’d try anything, sort of thing.
KM : Right. Okay ... and so. In talking about this expectation of, um, nothings going to 
change and then this hope that you’d maybe find the voices -  
A: Hmm.
KM : - less distressing.
A: Yeah.
KM: Were either one of those expectations met?
A: Um, yeah, their less distressing. I ’m still finding them, you know, quite distressing, bit it’s 
not impacting as much as it did before I went on the group, so.
KM: Right.
A: Hopefully that will stay like that, so.
KM: Okay. So, that, that sort of was a, um, a, a hope -  
A: Yeah.
KM: - of, sort of, almost like a secret hope?
A: Yeah.
KM : You really weren’t -  you thought nothing would change, but you hoped that that would. 
A: Hmm.
KM : And how does that make you feel that that has been changed?
A: Um, quite happy really.
KM : Right.
A: Cos it means that it was worthwhile. It was 12 weeks, which is a long time to take out of 
your - 
KM : Yeah.
A: You know, and if it doesn’t work 12 weeks is a long time to have done something and for 
it to not work.
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KM : Yeah. And for someone like you who it sounds like has been through quite a few 
different things in the past -  
A: Hmm. Yeah.
KM : - um, that is quite significant.
A: Hmm. Yeah (inaudible).
KM : Okay, thank you. And, and what about this sort of expectation that nothing would 
change?
A: I think that comes from just the fact that I’ve been through so many and none of them have 
really sort of made a lot of impact on me, so it was going, you know sort o f like “well it’s not 
going to work”, sort of.
KM : Right. And I suppose, given that there was this slight change -  
A: Hmm.
KM : How, how does that make you feel then?
A: Um, uite happy really, cos it means that, you know, sort of like, there is hope out there 
that, you know, things will get better cos before I was thinking, well nothings working and, 
you know, and I ’m just stuck in a rut and I ’m feeling really crap and -  
KM : Yeah.
A: - you know, I don’t really want to feel like this. So, I ’ve got a bit more hope in my life 
now, so.
KM : Right. And how, how long had you been attending, um sort of groups, or or things like
th a t-
A: Umm.
KM : - before?
A: Years. I ’d been in and out of, you know psychology, CBT, you know sort of like having 
CBT, so.
KM: Right.
A: Psychology.
KM: So you’d tried quite a lot of psychological - 
A: Yeah.
KM : - interventions in the past?
A: Yeah. Hmm.
KM: Okay, thank you. Um, ... okay, so Anna we’ve talked a little bit about your 
expectations of the group, and now I’d like to talk about your actual experience - 
A: Hmmm.
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KM : - within the group. If  I were to ask you to tell me a story of your experience within the 
group -  so the story of Anna taking part in the group (laughter) um, what would the main 
events, or experiences, or turning points be? Either positive of negative.
A: I think the first group was really, really difficult because my voices were telling me not to 
go and I think, um, I wasn’t alone in that, I think quite a few of us had that.
KM : Right.
A: So, it was quite difficult to get to there, so ... to start off with it was quite dicey and I 
actually did every -  all 12 weeks so, I didn’t actually miss one at all, which I found quite 
good.
KM : It’s quite a good track record (laughing).
A: Yeah (laughing). So, and, yeah, I think that like, as the groups went on I found myself, sort 
of like more relaxed, more willing to participate and talk about how I’m feeling, whereas in 
the beginning I was very much “I ’ll be here, but I ’m not really going to say anything”.
KM : Right.
A: Which didn’t work, cos Sophie kept picking on me (laughing).
KM : (Laughing)
A: No, she picked on everybody else though, so.
KM : Okay, so that’s sort of an initial milestone?
A: Hmm.
KM : Um, that you kind of found it quite difficult at first -  
A: Yep.
KM : Cos your voices told you not to -  and any - any other important milestones or significant 
events?
A: Um, I think they were so gradual you didn’t really notice cos you sort of like start off 
feeling really apprehensive and really your not quite sure why you’re there and being told to 
do something completely different to what everybody else has been saying you get to be quite 
skeptical.
KM : Right.
A: You know this is totally different from everyone else has been telling me to ignore them, 
whereas you’re telling me not to ignore them, so.
KM : Okay, so a sort of change in advice?
A: Yeah.
KM : ... And it seemed like slightly and illogical one at first?
A: Yeah, definitely. ...
KM : So, that stands out for you does it?
A: Hmm.
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KM : As a kind o f important significant event?
A: Yeah. Hmm.
KM : Are there any other, sort of, things that stan- really stand out for you as your experience 
of the group?
A: Um, I think when we started looking more about, you know, what impact voices had on 
our lives, sort of like, you know, quite an eye opener ‘cos a lot of people, what people were 
saying was how I was feeling so it didn’t seem so bad after that cos I didn t feel so alone.
KM : Okay. ... Right. Yeah, that sounds like it could be quite a significant -  
A: Hmm.
KM : - experience.
A: Yeah.
KM : Okay. An- and anything else you feel is really important about your experience in the 
group -  either positive or negative?
A: No, not really, no.
KM : Okay. Great. I wonder if  you’d mind if I maybe went through each o f those significant 
milestones that you talked about in a bit more detail?
A: Yeah.
KM : Just to get a bit more of an idea about them.
A: Hmm.
KM : Would that be okay?
A: Yeah, that’s fine.
KM : Okay. Um, so you said that one milestone was this initial difficulty in getting to the 
group and that your voices were telling you not to?
A: Yeah.
KM : So, ho-how was that for you before hand? Was that something you were quite used to 
happening or -
A: Yeah, yeah. My voices were quite dictatorial so like as in telling me what to do and think. 
KM : Right.
A: And quite often I don’t, if  they say not to do it I wont do it, so, this time I was actually 
going against what they were saying which for me was quite different to my normal approach. 
KM : Right.
A: ‘Cos normally I give in more, so.
KM : Can you give me an example of where you might have initially given in - before?
A: Like if  I want to go out and my voices say “no you can’t go out you’ve got to stay in”, I 
would have stayed in.
KM : Right.
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A: Or, or not (inaudible) if  I didn’t want to go out, they’d tell me to go out.
KM : Okay.
A: I wouldn’t, so.
KM : So, quite controlling - 
A: Yeah.
KM : - experience?
A: Yeah, yeah.
KM : So, how did you overcome that, and attend that initial group?
A: Um, ah with great difficulty and sort of tried to ignore them, you know. And said “well. 
I ’m doing it”. I had to take diazepam, which is probably slightly cheating, but -  
KM : Right.
A: - it works, so.
KM: Yeah.
A: I actually had to take some diazepam to be able to do it, so.
KM: Right. And that, sort of helped you confront your voices -  
A: Yeah.
KM: - and say I ’m going to attend this group.
A: Yeah. Hmm. And they were sort of like, quite horrible all the way through the group, so. 
KM: Right.
A: That was quite difficult being in a group ‘cos not knowing anybody else that’s there and 
it’s all very new.
KM : Yeah.
A: It’s quite scary anyway, so I had that on top of it was even more scary.
KM : Yeah. And when had you attended a- a group situation like that before?
A: I hadn’t done groups before, it had all been individual so that was the first actual group 
setting I ’ve ever done, so which was kind o f you know quite scary in itself.
KM : Right. So a lot, a lot of scary things?
A: Yeah.
KM: And, diazepam helped?
A: Yeah.
KM : But also somehow you managed to ah -  
A: Hmm.
KM: - attend that group and what were the implications of that for you?
A: Um, it was immense, the voices were really bad all day.
KM : Right.
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A: You know I expected that any way, so, and I wasn’t the only one. I think it helped the fact 
that I wasn’t the only one that was having the same problem ‘cos it was like, when we went 
round to the room they -  we were asked how we got here, there, and how we were feeling 
there was quite a few people that said “well my voices don’t, didn’t want me to be here , so. 
KM: Right.
A: I wasn’t alone, which was quite reassuring, so.
KM : Okay.
A: ‘Cos it can be -  you know it’s like hearing voices can feel, make you feel quite isolated. 
KM : Right.
A: And to have, sort of like other people saying “yeah, well mine don’t want me to be here 
either” it was quite, well not quite ... it’s odd, it’s like (inaudible)
KM : Yeah, so quite, quite positive experience there?
A: Hmm.
KM : And be able to share that - 
A: Hmm.
KM: - with other people. You said that your, your voices were quite bad for the rest of the 
day, but you’d expected that.
A: Hmm.
KM : Could you tell me a bit more about that?
A: Um, if I ever go against my voices, my voices get louder and more, they get more ... 
abusive. So, which is why I give in so much because having to listen to them is often more 
difficult than not doing things that they want me to do, so.
KM : Right. So that, if that was something you knew before hand it feels to me like a really -  
A: Yeah.
KM : - big thing that you went to that initial group.
A: Hmm. Yeah.
KM: Did the voices carry on throughout the groups?
A: Yeah. Yeah, they’re there all the time anyway, so.
KM: Right, and you managed still to go every single week?
A: Yeah, yeah.
KM: How do you think you managed to continue going every week?
A: I think in the hope that things would get better, so you know, like I didn’t want to miss 
‘cos I knew if I did miss one then I probably wouldn’t go back.
KM: Okay.
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A: So, for me it was quite important to keep up going every week ‘cos I knew, it’s like the 
way I work, if  I don’t do something um one week then I can make an excuse for the next week 
and the week after that, so.
KM: Yeah.
A: So for me it was quite, you know I had to do it otherwise drop out and I didn’t want to 
drop out.
KM : Right. Wow, that sounds like quite hard work on your part.
A: Hmm. Yeah it was.
KM : Okay. Um, you talked about the sort of difficulty in going and other people shared that 
difficulty.
A: Hmm.
KM: Um, what do you think the implications were for the group, that you-you shared that?
A: Um, I think it meant we gelled a lot quicker.
KM: Right.
A: ‘Cos we all knew we were more comfortable talking in front of each other ‘cos we knew 
sort of like that each other was probably thinking the same thing.
KM : Right.
A: Whereas before, sort of like stick us in a, in a group and it’s you know everybody, no body 
else feels this horrible, or -  
KM : Right.
A: You know, as I do, and some of the things I -  my voices say are quite traumatic.
KM: Right,
A: So. ...
KM : Could you, would you mind giving me an example?
A: Like, my voices tell me to kill people, so.
KM: Okay.
A: Which isn’t really very pleasant, so.
KM : Yeah.
A: And there’s one or two in the group that have the same feelings, so, and still managing, so. 
KM: Yeah. ... Okay, great. Thank you. Um, the next significant even you talked about was 
this sort of ‘change in advice’.
A: Hmm.
KM : So slightly illogical advice?
A: Yeah.
KM: Um, how was that for you before hand?
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A: Um, it was quite strange because it’s like having years of people telling me to ignore them 
and you know, sort of like work around them and then somebody to tell me well no you don’t 
do, you don’t need to do that, just let them play and still work around them. It was really 
quite, well I can’t see how that’s going to work ‘cos you know sort of like I don’t like my 
voices and I don’t want to listen to them, so somebody telling you to listen to them -  
KM: Right.
A: - it’s a bit, well you know what planet is she from! (laughing)
KM: (laughing) Right.
A: ‘Cos it’s not mine.
KM: Okay, and I-I can sort of appreciate that, especially if you have quite distressing -  
A: Hmm.
KM : -things that they’re saying to you to-to listen to that sounds quite -  
A: Yeah.
KM: - quite illogical.
A: Yeah.
KM : Okay, so-so what happened then during the group when you were told that?
A: Um, (sighs) I think a lot of us were-were going “yeah, this is never gonna work”.
KM : Okay.
A: ‘Cos like a few of us, right up until the last week were going “yeah, this isn’t gonna work”, 
but.
KM : Right.
A: So.
KM : So, kind o f quite sort of unsure of that from -  
A: Yeah.
KM : -a long way through the group?
A: Hmm.
KM : Not sort of just one week, that -  
A: No, it was quite, you know.
KM: Right. And what, what were the implications for you, hearing that advice?
A: Um, it was strange because, um, I wasn’t sure whether to sort of like believe them, or 
whether they were just, you know ‘psychobable’ or -  
KM : Right.
A: - you know, or what.
KM : Right, (laughter) So you didn’t really know what they were saying.
A: No, yeah.
KM : Okay, and did that change for you?
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A: Yeah, because as I sort of like, they do mindful, we used to do a mindfulness practice in 
every group.
KM : Right.
A: So, um as I sort of like got better at it, it made it a lot easier, so.
KM: Right.
A: And I still practice it now, so.
KM : Okay.
A: Yeah.
KM : Okay. And, so doing the mindfulness made it easier to kind of listen to the voices?
A: Yeah, not engage with them.
KM : Not engage with them?
A: Hmm.
KM : And, and what were the implications for the group do you think, being given this 
advice?
A: Um, I think we were a whole group of skeptics (inaudible).
KM: (laughing) Right.
A: But, as people sort o f like got used to it, I think, they were more open about how they were 
feeling and how their voices were, and how it impacted on them, and what they were doing to 
try not -  for it to not have so much impact on it, so.
KM : Right. Okay. Um, you also talked about the impact of-of the voices on your life.
A: Hmm.
KM : And that was something that was important for you.
A: Yeah.
KM : Um, could you tell me a little bit about how that was for you before -  you’ve talked 
about that already a bit -  
A: Yeah.
KM : - but maybe a bit more about how that was for you before.
A: Well I was, sort of like, um not sleeping, um not really doing much, um quite isolated, 
didn’t want to be around people at all ‘cos my voices were really bad and telling me to harm 
them.
KM : Right.
A: So I used to avoid people as much as possible, and like, um going shopping was 
impossible ‘cos what my voices were saying that I had to sort of like map my whole life out 
almost to like sort of work around the voices.
KM : Right.
A: So, you know, it was quite tiring.
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KM : Okay.
A: And they’re there all the time, so.
KM : Right. So, so that sounds like a lot, a lot o f hard work and not sleeping very w e ll.
A: Hmm.
KM : Your whole life being sort o f -  
A: Hmm.
KM : - directed by these -  
A: Yeah.
KM : - these voices. Um, and so what happened, what happened during the group?
A: Um, the voices are still quite bad now, so, but I have ways of dealing with them now, 
which I didn’t have before like, like the mindfulness practice, so if things get to much, which 
they often do, then I’ll do a mindfulness and sort of like give myself a break for, for 15 
minutes.
KM : Right.
A: Which doesn’t sound a lot, but it’s sort of like, when your used to you know listening to 
them all the time -  
KM : Right.
A: - 15 minutes is like a lifetime, so.
KM : Okay, that’s interesting you say you ‘give yourself a break’.
A: Hmm.
KM : Is that what mindfulness represents for you?
A: Yeah, yeah.
KM : Okay, break in what sense?
A: Break from the voices.
KM : So they, they, they don’t, they are -
A: No they’re still around but I don’t sort of like bye in to them as much.
KM : Okay.
A: You know it’s quite difficult with what they say.
KM: Right. Okay, so 15 minutes of having a break from that does sound -  
A: Hmm.
KM : - like it’s quite important for you?
A: Yeah.
KM : Okay, so what are the implications of that for you now? Being able to, to have that 
break from the voices?
A: It means that I don’t get so low all the time. I ’m not, sort of like stuck in a rut. You know 
I’m not feeling really low or, apart from today I ’m not feeling too good.
248
KM : Okay.
A: (Laughs).
KM : Oh, I’m sorry.
A: But, most of the time I’m not like hiding away. I ’m not like avoiding people any more.
KM : Okay.
A: Which is what I was doing before.
KM : Right. I ’m sorry to hear that you are feeling low and I hope that this isn’t -  
A: No! It’s fine.
KM : - isn’t too much.
A: No.
KM : Do let me know if it get’s too much. Okay? ... So the ... this impact of being able to do 
the mindfulness is that it’s made you feel less low?
A: Yeah.
KM : Generally?
A: Yeah, generally.
KM : And what about for the rest of the group, what do you think the impact of this sort of, 
um change of voic-change of the voices in their lives has had?
A: Um, I think we’re really a bit more outgoing as a group, whereas when we started nobody 
was really talking and no body was really engaging in anything and we were all sort of like 
thinking “well”, you know, “they don’t really know what they’re talking about”, but, you 
know sort of like “you don’t -  you can’t really understand unless you hear voices” which was 
to some extent is really true. Like, sort of like as a group started feeling better and doing more 
and yeah okay “they aren’t -  they do know what they’re doing after all” sort of thing.
KM : Okay. So sort of, it sounds like you’re building up a bit more of a trust in the facilitators 
of the group?
A: Yeah.
KM : And starting to believe them more.
A: Hmm, yeah.
KM : About these quite skeptical -  
A: Yeah.
KM : - things and views.
A: Yeah, hmm.
KM : Okay, great. Um, again you’ve already talked about this a little bit, but another 
significant moment for you was that you weren’t alone.
A: Hmm.
KM : And how had that been for you before you joined the group?
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A: Urn, it was quite bad because, if  you hear voices it’s not something you drop into 
conversation because most people think you’re a mad axe murderer as soon as you say, oh 
you hear voices and they start going “oh, I don’t really want to know you any more”.
KM : Right. And is that something you’d experienced before?
A: Yeah, a few of my friends that I ’ve actually told I ’ve actually lost — they don’t have 
anything to do with me any more, so I’m sort of like quite secretive about it.
KM : Right.
A: Whereas in this group you didn’t have to hold back ‘cos I knew that they were hearing 
voices anyway, so that they weren’t likely to sort of like judge me as badly as anyone else 
would be.
KM : Right.
A: So, that was quite important.
KM : Yeah. And what have the implications of that been?
A: Ah, I still don’t tell anybody about it. It’s still something I don’t feel comfortable about, 
but if  people ask me about it then I ’ll now talk to them about it.
KM : And I suppose what are the implications for you actually when you were taking part in 
that group o f being able to share?
A: It was quite a relief actually.
KM : Right.
A: ‘Cos, you know not having to bottle it up all the time and, you know, sort o f like being- 
feeling quite free to say some of the stuff that they were saying and not -  knowing that they 
weren’t going to freak or, you know, sort of like dislike me or anything. So.
KM : Right. And was that something you’ve not been able to share before -  
A: No.
KM : - with professionals or -  
A: Not really, no.
KM : Right.
A: No.
KM : So it was something particular about other people who -  
A: Yeah. It’s like, it felt safer to you know, sort of like talk.
KM : Okay. So that safety sounds important?
A: Yeah.
KM : Important to you. Okay, and what do you think the implications of that were for the rest 
of the group as well?
A: I think everybody felt a little safer talking about their experience because the group sort of 
like shared a common bond, so.
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KM : Right. Okay. Thank you. Um, so these, these milestones that you singled out, what do 
you think makes you single out these milestones as being important to you?
A: Um, I don’t know to be honest.
KM : Right.
A: I think it’s probably ‘cos they’re so different to what I ’ve already done, so.
KM : Okay.
A: It’s like that’s when I notice things.
KM : Right.
A: Right, so that-that-these were the things that were important about this group and made it 
different from other things -  
A: Hmm, yeah.
KM : - that you’ve done and that’s why they stand out?
A: Yeah.
KM : Okay. Great. Thank you. Um, okay, people can get many different things from 
attending the sort of group that you did, Anna, um and I ’d like to know a bit more about 
whether the group affected two specific aspects of your life. Um, first of all, do you think that 
taking part in the group had any effect on how you understand your voices?
A: Um.
KM : Or did it not affect it in that way.
A: I don’t think it affected it really.
KM: Okay.
A: No.
KM : So no, no difference in how you understood -  
A: No.
KM : - understood your voices?
A: No.
KM : So, so what makes you say that?
A: Um, I don’t, I still feel re-don’t really understand my voices so it’s one o f those ones I feel 
quite-I find quite difficult, so.
KM : Right.
A: Even after and during the group I still find that one quite difficult.
KM : Right. And ... I suppose your understanding of the voices hasn’t changed from the 
group.
A: No.
KM : Do you think anything else has changed in relation to your voices?
A: Um, I don’t give into them as much now as I used to.
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KM : Right.
A: I ’m more sort of like forceful with them.
KM : Okay, could you give me an example?
A: Like, um, well doing this interview for, for start. I wouldn’t have done that.
KM : Okay.
A: Before, it would have been something that my voices don’t like doing, so.
KM : Right.
A: They don’t like it, so I wouldn’t have done it before. Whereas now I’m sort of like more 
willing to sort of like endure it an ignore them.
KM : Right.
A: When ...
KM : So is that quite hard work for you when -  
A: Yeah.
KM : - to do that?
A: Yeah.
KM : Okay. Thank you for doing that with me. Um, so the, the, it sounds like the ... their 
less controlling o f your life?
A: Hmm, yeah.
KM : Than they were before.
A: Yeah.
KM : And what do you think has, has helped bring about that change?
A: Um, I think mainly because of what I was taught in the group, about you know sort o f like 
the mindfulness and not giving them in and sort o f like that bad things wont, wont necessarily 
happen if  you do give in.
KM : Right.
A: Whereas before, ‘cos of what they were saying I was quite afraid o f doing things ‘cos of 
what the implications would be.
KM : Okay, and what did you think the implications would be?
A: Um, like people I know and loved would die, um, that, um, bad things would happen, you 
know sort of like 
KM: Right.
A: like I’d get arrested for doing something that I hadn’t done and people planting things on 
me, so.
KM : Right. Okay. And so your sort of belief in those implications has changed, or?
A: Um, I ’m not ..n o t... not as likely to believe them as I was before.
KM: Right.
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A: Now I still find it quite difficult to deal with but I ’m more likely to say “rig h t, yeah, I 
know you’ve got your opinion but I’m going to do it anyway”.
KM : Okay. And how, how does that make you feel doing that Anna?
A: Uh, it makes me feel stronger.
KM : Right. Okay. ... Um ... Okay. So, the second thing that I’d like to ask you about 
specifically Anna is whether you think that taking part in the group had any effect on how you 
thought or felt about yourself -  or did it not effect that in anyway?
A: Um, I think it did affect the way I was feeling about myself because um, mainly because of 
the group sort of like feeling the same as I did, cos one thing is if  you hear voices that tell you 
to kill people you feel quite evil and quite horrible as a person and to just have somebody 
saying “well no you, it’s not you that’s evil it’s the voices” - 
KM : Okay.
A: - it sort of like helped quite a lot so I didn’t feel quite as bad about m yself- 
KM : Right.
A: - at the end of the group as I did at the beginning.
KM : Okay, so that’s, that’s interesting that the content of what the voices said made you feel 
that you were an evil person?
A: Yeah.
KM : Why, why, why was that do you think?
A: Um, because it’s only evil people that want to kill people, so.
KM : Right.
A: If  I ’ve got voices telling me to do that then I must be evil, so.
KM : Okay, and how did that change for you during the group?
A: Um, we did sort o f like practices where we challenged how we were feeling and sort of 
like one of those was how you feel about yourself and ...
KM: For you evil was - ?
A: Yeah.
KM: Right.
A: And I wasn’t one of the only ones that said “I feel evil”, so and sort of like, with Sophie 
(facilitator) what she said about it was sort of like really helped.
KM: Okay, and do you think you could give me any examples of that now?
A: Um, my like when people, my voices tell me to push people off their bikes when their in 
traffic, I know it’s not me that wants to do it, it’s my voices which are, you know, separate to 
me.
KM: Right, and so that separation -  
A: Hmm.
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KM : - that the voices are separate from you -  
A: Yeah.
KM : Was that not something you felt before hand?
A: No, I always thought that they was part of my head.
KM : Right.
A: Being really horrible, sort of like a splinter of my head, my thoughts.
KM : Okay, and how has that, how did that change for you?
A: Um, by doing sort of like group, um in the group sort of like challenging how we feel, like 
I can think of one instance we used a model about um you hear a noise in the middle of the 
night and you automatically think it’s a burglar, and we sort o f I used that example on some of 
the examples we had of where our voices and found that it’s sort of the way we think about it. 
KM : Right.
A: Rather than how it actually is.
KM : Okay. So how, how do you understand your voices now then Anna if  you used to feel 
they were part of you?
A: Hmm. I still feel they’re, to a certain extent still a part of me, but they’re not totally me.
I’m not totally them. You know, controlled by them.
KM : Okay. So there’s a, there’s a slight separation - 
A: Yes.
KM: - that’s happened.
A: Hmm.
KM : Okay, and how does that make you feel?
A: Um, I suppose better about myself, I don’t feel so horrible all the time, I don’t feel like a 
bad person all of the time.
KM : Right. Which feels like quite a big change for you?
A: Hmm, yeah.
KM : Right. Okay, and what do you think helped bring about these changes -  was it just 
taking part in the group or do you think there were other things?
A: I think it was mainly taking party in the group, cos we had sort of like homework to do and 
one of them was having a look at how we think about things and how we are as people, you 
know despite what our voices say about ourselves.
KM : Right.
A: I found that quite helpful.
KM : Right.
A: It’s quite difficult to do, you know having voices all the time there’s so many instances I 
could go through work on it’s hard to pinpoint one particular one.
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KM : Right. But that, that was something that you sort o f -  
A: Yeah.
KM : That changed for you really within the group and -  
A: Yeah.
KM : - it wasn’t things outside of the group?
A: No.
KM : So how, how do you think about yourself now?
A: Um, I think I ’m an okay person most of the time.
KM : Okay. And, how does that make you feel that you’re ‘okay’?
A: Um, quite happy.
KM : Okay.
A: Yeah.
KM : Quite a positive change?
A: Hmm, yeah.
KM : Okay. Thank you. Um, so we’ve talked a little bit about your experience of within the 
group and specifically about your understanding of your voices and your view of yourself, 
now I’d like you to think about the time since you’ve left the group. How have things been 
for you since you left the group?
A: Um, ... it’s been a bit up and down to be honest, so sort of like first couple o f weeks I was 
okay but I ’m finding now that a lot o f what, what I ’m dealing with is more difficult. I ’m 
finding I ’m starting to get a little bit more distressed.
KM : Okay.
A: So, it’s quite, quite worrying.
KM : Right. Worrying in what sense?
A: Um, ‘cos I don’t want to be back at square one.
KM : Right. And what do you think would stop you being back at square one?
A: Um, by practicing more mindfulness and keep going on what they were saying.
KM : Right.
A: Which at times is quite difficult.
KM : Right. So, sort of keeping that motivation going?
A: Yeah.
KM : To -
A: Yeah. Keep challenging the way I feel. Like when you’ve got more the time it’s quite 
difficult, it can be quite tiring.
KM : Right. So it sounds like initially there were some quite positive changes?
A: Yeah.
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KM : And now it’s maybe a little bit more —
A: Hmm.
KM : - challenging, but -  
A: Yeah.
KM : - it’s (computer screen goes dark) it’s still going it just goes dark sometimes.
A: (laughter) I thought I ’d broken the computer screen then!
KM : No, no it’s um, got a mind of it’s own I think.
A: Well that’s alright.
KM : It just turns off sometimes, but it’s still going. Okay, so it sounds like things initially got 
better for you -  
A: Yeah.
KM : - maybe, and in what way were they better for you?
A: Um, I was more able to do things, less distressed about voices, feeling better about myself. 
KM : Okay.
A: But in the last couple of weeks I ’ve been feeling quite ... you know ... voices have been 
getting on top of me again and I ’m not feeling that happy about myself (laughing) so -  
KM : Okay.
A: I don’t, don’t know if it’s just a minor blip that’s just how I ’m feeling at the moment or 
whether it’s sort of like things are sliding so - 
KM : Right.
A: - that’s quite worrying.
KM : Right. And is there someone you can talk to about, about that?
A: Not really, not really no.
KM : Okay. What about, what about is there a key worker you can discuss that with?
A: Um, yeah, yeah. But I’m not very good talking to people, so I tend to bottle things up 
quite a lot.
KM : Okay.
A: Probably not the best way to do things, but.
KM : Right. But it sounds like during the group you were able to -  
A: Yeah.
KM : - challenged to talk about things a little bit?
A: Yeah, you sort of got asked questions and you could choose to answer them or not, so, 
most o f the time I chose to answer them, so.
KM : Okay, okay. Um, I suppose I wonder if  there, do you mind if I look at some specific 
areas?
A: Hmm.
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KM : Um, so do you think there have been any changes in, in relationships for you?
A: Um, I think I’m more -m ore open at the moment.
KM : Okay.
A: I tend to talk to people a lot more.
KM : Okay.
A: Whereas before I-1 was quite reclusive before. Now I ’m sort of like, I go to my parents 
quite often, which is something I didn’t do before.
KM : Okay.
A: And I tend to phone my mum quite a lot now, so. I, I go out with friends a lot more.
KM : Okay.
A: Which is again something I didn’t do before.
KM : Right. And before, how long had you not been doing those things?
A: Years.
KM : Years? Right.
A: Yeah.
KM : So quite, quite a big change then?
A: Yeah. Yeah, definitely.
KM : What sort of things do you do with your friends?
A: Um, we go shopping quite a lot. We quite — we like clothes shopping.
KM: Okay. (Laughter) A girl after my own heart! Okay, and-and you call your parents?
A: Yeah.
KM : More, and see them more?
A: Yeah.
KM : Are there any other examples of changes in relationships at all?
A: Not really, no. No.
KM : Okay. Well they sounds like they’re quite -  
A: Hmm.
KM : - positive?
A: Yeah.
KM: Positive changes. Okay, and what about day-to-day life? Have there been any changes 
with that?
A: Um, not really, no. I still, sort of like, do the same things. The only difference is, sort of 
like with supermarkets. I ’m not going in at ten o’clock at night, you know, knowing that 
nobodies going to be around. If, if  I know I want something then I ’ll go in at lunchtime when 
it’s busy, so.
KM : Right.
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A: Which is something I haven’t done, sort of like in like ten twelve years.
KM : Oh, wow.
A: So, now I ’m sort of like, I can work around them now, so, um.
KM : Okay. And how does that make you feel about yourself?
A: Um ... I think it’s quite an achievement to be honest, so.
KM : That sounds like a very big achievement.
A: Yeah, so I feel quite proud of myself.
KM : Yeah. Good, that sounds like there’s something to be proud of!
A: Hmm.
KM : Definitely. Um, ... and you talked about this a little bit, but your experience o f hearing 
voices.
A: Hmm.
KM : Has that changed for you much?
A: Um, no not really.
KM : Okay.
A: They’re still quite distressing and their contents are still quite distressing.
KM : Okay.
A: Yeah.
KM : Yet, despite that you’re managing to do a few more -  
A: Yeah.
KM : - things -  
A: Yeah.
KM : - in terns of socializing -  
A: Hmm.
KM : - and going to the shops- 
A: Yeah.
KM : - and things like that? Okay. And your views of yourself sound like they’ve become a 
bit more optimistic?
A: Hmm, yeah. Yeah.
KM : Any other examples of that that you can think of?
A: Um, I don’t tend to give myself such a hard time, sort of like verbally give myself a hard 
time as I was before, you know. I’m more accepting of things that I can do and the things that 
I can’t do.
KM : Okay.
A: Whereas before I, everything was well I can’t do it, so, you know, I must be really useless 
a n d -
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KM : Right.
A: Whereas now, if I can’t do it, I accept you know that that’s just something I can’t do at-at 
the moment and maybe I ’ll be able to do it in the future.
KM : Right.
A: And I don’t belittle the things I can do now. Sort of, you know sort of like getting out of 
bed in the morning is quite difficult for me, sort of like, I know it sounds really trivial but I 
know that, sort of like for me that’s quite difficult so I’m not sort of like as hard on myself, I 
don’t think. If  I can’t get up in the morning I just think, well it’s just one o f those mornings 
and tomorrow will be better, or, you know -  
KM : Right.
A: - I’ll be okay later, whereas or - before I was completely useless and, you know quite a 
complete failure ‘cos I can’t even get out of bed in the morning, you know everybody get’s 
out of their bed in the morning, it’s something you know quite normal, nobody, you know, 
sort of like, nobody makes this much fuss out of just getting out of bed.
KM : Right.
A: Whereas for me I-I now understand that it’s, you know hard how I am and part of life I 
find quite difficult.
KM : And what do you think bought that change about?
A: Um, I think with sort of like being in the group and other people saying that “I find it quite 
difficult to do things” and “I find it quite difficult just to be inside on my own” and, you know 
a lot of things that I was thinking and feeling a lot of the other group members were thinking 
and feeling the same. And it sort of like made me think, well you know sort o f like okay, 
they’re only small steps, but for me they’re quite big, so.
KM : Yeah. And how does that make you feel about your self?
A: Um, I think it makes me feel a little bit kinder to myself.
KM: Yeah, it does sound like your being kinder to yourself.
A: Yeah.
KM : And that sounds like a very positive -  
A: Hmm.
KM : - positive step.
A: Yeah.
KM: So, nice to hear.
A: Yes.
KM: Um, okay I suppose we’re sort of coming to our final questions now.
A: Right.
KM: So, um I wonder Anna, would you recommend the group to a friend?
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A: If  they -  she heard or he heard, yeah definitely. Yeah.
KM : Right. And what makes you say that?
A: Um, because it was quite an eye opener and it was, it’s something completely different to 
your normal approaches and you know, sort of like, I actually feel better about myself, so. 
And, I don’t know if ‘enjoyed the group’ would probably be the right word ‘cos I don’t know 
if they were enjoyable, but I think they were really rewarding.
KM : Okay, that’s an interesting distinction.
A: Yeah.
KM : Isn’t it? So, why, why weren’t they enjoyable but why were they rewarding?
A: I think they were rewarding because it’s sort o f like made me look at myself a bit more 
closely, whereas before I was just sort of like “I don’t want to know”, just, you know, just 
leave me alone and, so and. I think their not enjoyable because the contents was so difficult, 
sort of like what we were talking about was really difficult stuff, so.
KM : Yeah. Okay, so sort o f . . .  quite a challenge, but with -  
A: Yeah.
KM : - a positive -  
A: Hmm.
KM : - oucome?
A: Yeah.
KM : Okay. And, and would you attend another group o f this kind in the future?
A: Yeah, I would. Yeah.
KM : Okay, and again, what -w hat makes you say that?
A: Ummm ... because sort of like having sort of like feeling less ... um ... of the im-of the 
effects after a couple of weeks I think it would be really nice to like top it up again.
KM : Hmm. Right.
A: Like r-really go over it and like tweak a few things and you know.
KM : Okay.
A: Like it would be good to do like a refresher course -  
KM : Okay.
A: - almost.
KM: Okay. A sort of re-cap -  
A: Yeah.
KM : - after a few months, okay. That’s good to know. Well maybe we can make some 
suggestions about that.
A: Yeah.
KM : Okay, so those are the main sort of questions that I - I  wanted to sort of ask you.
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A: Hmm.
KM : Um, but before we finish up, is there anything that you think is important for me to 
know about your experience of taking part in the group -  anything that we haven’t talked 
about today?
A: I don’t think so, no.
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APPENDIX X 
Participant feedback form
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Date:
Dear [insert name],
Study title: Group Person Based Cognitive Therapy for voices: a pilot study
As you may remember you took part in an individual interview last year where you 
met with myself (Katherine May) to talk about your experience of taking part in the 
therapy group for people who hear voices. Thank you for taking the time to meet with 
me.
At the end of our meeting together, you may recall that I asked you if you would like 
to be contacted with the findings of the study. I am writing to you today to provide 
you with this information and to give you the option of providing me with feedback 
about your views of this.
In total I met with ten people from three different therapy groups and discussed their 
experiences and views of the groups. These interviews lasted for approximately one 
hour and I tape-recorded each of them to allow the discussions to be fully 
remembered. After I had met with everyone who wanted to take part I analysed each 
interview. I am currently in the process of writing up the findings from all of the 
individual interviews for my course at the University of Surrey.
On the following page is a summary of the common things that you all discussed in 
your interviews with me. Direct quotations from each interview have been included, 
although they have been anonymously written for the purpose of confidentiality. I 
have also included a feedback form for you to fill out if you wish and a stamped 
addressed envelope to return this to me. In addition I will call you to discuss the 
results with you and take feedback over the phone if you would prefer this.
I very much appreciate your participation in this study and thank you for your time. 
Bet Wishes,
Katherine May 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey 
Guildford,
Surrey GU2 7XH
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Participant feedback sheet
Please write in the space provided below each question. I f  you require more room to 
write your comments please continue overleaf and indicate which question you are 
commenting on. You do not have to answer every question ifyou feel that you don’t 
want to. Do not worry about spelling or handwriting.
1) What do you think of the summary above?
2) Does this summary reflect your experience of taking part in the therapy group for 
people who hear voices?
3) Is there any part of the summary that you think is a particularly accurate reflection 
of your experience?
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4) Is there any part of the summary that you think is not an accurate reflection of your
experience?
5) Is there anything important that we talked about in your interview that you feel is 
not included in the above summary?
6) Any other comments?
^Thankyou for your time--
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What is going to happen to the results of the study?
As well as writing writing-up these findings for my course at the University of Surrey,
I am also helping the research team to write-up and submit the findings to a national 
psychology journal. No participant will be identified in any part of the write-up or 
article.
Who has reviewed the study?
The individual interviews form part of a research study that has been reviewed and 
approved by the Research and Development Department within your local NHS Trust. 
It has also been reviewed by a NHS Research Ethics Committee.
Contact for further information
If you have any questions or concerns about the individual interview, you should 
discuss them with the researchers leading the study:
Name of researcher Name of researcher
Address Address
Phone number Phone number
If you are harmed by taking part in this research study, there are no special 
compensation arrangements. If you are harmed by someone’s negligence, then you 
may have grounds for a legal action, but you may have to pay for it. Regardless of 
this, if you wish to complain, or have any concerns about any aspect of the way you 
have been approached or treated during the course of this study, the normal National 
Health Service complaints mechanisms should be available to you. You may also wish 
to seek advice form the Patient Advice and Liaison Service (phone number and email 
address).
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APPENDIX XI 
Example participant feedback
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Partiel nu H ( Tmlhuck sheet
Plciiae urliL' ht !he space prnvuk'd beknc cnch <p(CSliou. Ifyou require more raoui !o 
write your cvmmcfUs p!ea.u' cm dm ic overleaf ami imlicatc whieh fjuestion you ure 
commeulmg ou. l\m  do noi have to question if you fec i that you don 7
waul to. Do not iiYvn about spvdm g or handwriimg.
1) W hat d o  you think o f  the sumtnary above?
^  V v r  ty: I p u X  '
2) D ocs this sum m aiy reflect your experience o f  taking pan in tlie therapy gioiip  for
people who hear voices? ^,
/1-'=)
3) Is there any part o f  the summary t’lal you think is a particularly accurate reflection 
o f  your experience? \ .
" O
P" W e - s > t \  .
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4) Is there any pan o f  the summan that you think is not an accurate renection o f  \ our
experience?
5) Is there anything imjwrtaui that vvc talked ahoul in vour interview that you feel 
no! included in the above sumnimy?
b) Any other com m ent s?
^  -sex* k
' ^ • e r V -  V - J j r U ,
Tijaui: ji f>u for ) our limc
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